


PURPOSE OF STUDY AND REPORT

The Department for Rights of Virginians with Disabilities (DRVD), the Protection

and Advocacy System for the Commonwealth of Virginia, has studied and plans to report

on the use of seclusion and restraint methods at psychiatric hospitals licensed and operated

by the Virginia Department of Mental Health, Mental Retardation and Substance Abuse

Services (DMHMRSAS). This initial report is focused on the state hospital located in

Staunton, Virginia: Western State Hospital (WSH).

Through its Protection and Advocacy for Individuals with Mental Illness (P AIMI)

Program, DRVD monitors human rights conditions at DMHMRSAS facilities and advocates

for the rights of patients who have been subjected to seclusion and restraint.

With the goal of eliminating entirely the inappropriate use of seclusion and restraint

methods and of reducing the overall use of seclusion and restraint, DRVD has undertaken

a systemic review of the use of those methods at DMHMRSAS facilities. This Report

presents the results of DRVD's review of seclusion and restraint usage at Western State

Hospital (WSH).

By and through this Report, DRVD seeks to work cooperatively with WSH to reduce

its use of seclusion and restraint methods and to ensure that, when such methods are

utilized, that there are reasonable and adequate safeguards in place to protect the health and

welfare of both patients and staff.
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The dangers of seclusion and restraint methods are well documented. A 1999 Report

by the United States General Accounting Office identified seclusion and restraint as "a

significant risk" to persons with disabilities and, citing a series of articles in the Hartford

Courant, identified 142 deaths in a ten year period related to seclusion and restraint

methods. GAO made clear that, in order to protect the health, welfare, and civil rights of

persons with disabilities, facilities must reduce their usage of seclusion and restraint

methods.1

use of seclusion and restraint methods. Those policies are set forth in WSH's Hospital

"Emergency Use of Seclusion and Restraint."2

The stated purpose of WSH's Policy is:

[T]o establish policies and procedures for the use of emergency
seclusion and restraint with adult patients and to assure that all
hospital policies and procedures

.

.

are consistent with applicable rules and regulations and
DMHMRSAS Departmental Instruction;

are designed to minimize the use of restrictive procedures;
and
afford maximum protection of patients and staff.

1 I September, 1999 Report of the United States General Accounting Office,

Improper Restraint or Seclusion Use Places People at Risk."
"Mental Health:
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and practices in WSH's use of seclusion and restraint and presents fmdings concerning

WSH's adherence to its Policy. Finally, the Report offers recommendations of ways WSH

can decrease its use of seclusion and restraint methods. The recommendations are based

upon a Pennsylvania Department of Public Welfare program which dramatically reduced

the usage of seclusion and restraint in that state's psychiatric hospitals.

2 A copy ofWSH's Policy is attached hereto as Appendix A
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WHAT CONSTITUTES SECLUSION AND RESTRAINT?

WSH's Policy defmes "seclusion" as

The involuntary placement of a patient in a room with the door
blocked, secured, or locked in a manner which prevents the
individual from leaving.

WSH's policy defines "restraint" as

[T]he use of approved physical interventions or mechanical
restraint devices that involuntarily restrict the freedom of
movement or voluntary functioning of a limb or a portion of a
person's body. Any device that the patient is unable to remove
is considered a restraint, even if it is used for protective

purposes.

Throughout this Report, the term "seclusion and restraint" will be used to describe

any measure which meets the defmition of "seclusion and restraint" as set forth in WSH's

policy manual. 3

3 It should be noted that this Report does not seek to interpret WSH's use of seclusion and

restraint in the light of the standards set forth by the Children's Health Act of 2000. The
incidents of seclusion and restraint reviewed by DR VD took place prior to the enactment of the
Act; thus, it would be unfair to hold WSH, ex Bostfacto , to them. However, DRVD will
undertake a follow-up study of the use of seclusion and restraint methods at WSH to ascertain
whether WSH complies with the requirements of the Act and what, if any, steps WSH has taken
to decrease it usage of seclusion and restraint subsequent to this Report.
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SUMMARY OF FINDINGS

While WSH has decreased its use of seclusion and restraint over the past three

years, it has not consistently followed its Policy. Most disturbingly, WSH has

often failed to adhere to its Policy of only using seclusion and restraint "following

attempts to intervene in a less restrictive, less invasive manner."

WSH also failed to adhere to its Policy regarding the types of seclusion and

restraint to be used, resulting in many instances in which more restrictive methods

of seclusion and restraint were used than warranted.

WSH instigated seclusion and restraint methods in response to non-emergency

situations.

Patients were often not informed of the reason(s) they were being secluded or

restrained or the criteria for release from seclusion and restraint, in violation of

WSH's Policy, thus decreasing or defeating any value of the method except as a

punishment.
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SUMMARY OF RECOMMENDA TIONS

Seclusion and restraint methods must only be used as interventions of last resort.

These methods must only be used to protect patients from injuring themselves

or others. Complete and accurate documentation and records must be kept to

show that measures less restrictive than seclusion and restraint were tried before

initiating seclusion and restraint measures.

. When seclusion and restraint methods are necessary, the least restrictive method

must be used. Complete and accurate documentation and records must be kept

to show that less restrictive methods of seclusion and restraint were tried before

moving to those requiring more restriction.

. Seclusion and restraint methods should not be used as a response to loud,

inflammatory , or even threatening verbalizations.

WSH must explain to patients the reason they are being subjected to seclusion

and restraint methods and the criteria for release therefrom.

. WSH staff must follow WSH's policy as written, including the documentation

requirements. Hospital administration must enforce this requirement.
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METHODOLOGY OF STUDY

Prior to commencing this study, DR VD staff met with WSH Director

M.D. to explain the reason for this study, how DRVD would carry it out and what DRVD

hoped to accomplish.

First, in order to study WSH's aggregate use of seclusion and restraint methods over

the prior three fiscal years, DRVD collected and analyzed data from DMHMRSAS, setting

forth, for each month, the percentage of WSH patients who had been subjected to seclusion

and restraint and the total number of hours in which WSH patients had been secluded or

restrained.

Then, in order to conduct an in-depth analysis of each case of seclusion and restraint

from January-March, 2000, DRVD made several visits to and inspections ofWSH. Through

interviews with WSH staff, who were very cooperative, DRVD identified those patients

who had been subjected to seclusion and restraint during that period DRVD staff then

conducted in-depth interviews with those identified patients still residing at WSH.4 The

interviews included questions concerning the behaviors which led to the seclusion and

restraint, the process of being placed in seclusion and restraint and their actions and the

4 Each patient signed a release of information to allow DRVD staff to review their records and to

gather information about their cases. Incidents regarding patients who had been discharged from
WSH prior to this study are not included in this Report.
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actions of WSH staff while they were secluded and/or restrained.

After the interviews, DRVD staff carefully reviewed the charts of each patient,

studying the records and infonnation concerning each incident of seclusion and restraint

identified by WSH staff and patients. DRVD staff then entered the relevant data onto its

Seclusion/Restraint Usage Review Forms and analyzed each case to determine whether, in

each instance and in the aggregate, WSH complied with its Policy. This Report represents

a summary and analysis of that data.

5 A blank copy of the DRVD Seclusion/Restraint Usage Review Form as well as a representative

sample of the Forms used in this study, with patient names/identifying data redacted, are
attached hereto as Appendix B.
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This section will set forth relevant portions of WSH's Policy regarding the use of

seclusion and restraint methods.6

I When seclusion and restraint measures may be utilized:

Restraint or seclusion are [sic.] interventions of last resort
following attemDts to intervene in a less restrictive. less invasive
manner, with the goal of ensuring the safety and protection of
the patient and others at risk.

(WSH Policy, page 3)

A patient may be placed in seclusion or restraint only:

.when necessary to prevent the patient from physically
harming self or others;

.after less restrictive alternative interventions have been

unsuccessful; and

.when authorized by a physician.

(WSH Policy, page 4) ( emphasis added)

ll.: Reasons for which seclusion and restraint are NOT to be used:

While protection of other patients from physical harm is a valid
indication for seclusion or restraint, social behavior that irritates
or annoys others is not an indication for use.

(WSH Policy, page 4) (emphasis added)

6 It should be noted that WSH's Policy generally comported with then applicable regulations and

standards published by the Health Care Financing Administration (HCF A) and the Joint
Commission on the Accreditation of Healthcare Organizations (JCAHO).
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lII: Procedures before initiating seclusion and restraint

Before initiating the use of emergenc~ restraint or seclusion.

staff will attempt to manage the Qatient's behavior using

interventions that are less restrictive than seclusion or restraints.

Less intrusive interventions include, but are not limited to verbal
and behavioral interventions, recreations intervention,
redirection, time-out (i.e. placing a patient in a room with an
unlocked door), and environmental modifications.

(WSH Policy, page 5) ( emphasis added)

IY.. Use of least restrictive method of restraint

Once a determination has been made that restraint is necessary ,
the least restrictive restraint device (e. g. ambulatory restraints }
that will effectively address the patient's behavior must be
selected.

(WSH Policy, page 5) ( emphasis added)

Y: Review with and observation of resident in seclusion and restraint:

After the patient has been placed in mechanical restraints or
seclusion, a designated staff person will discuss with the patient
.the sQecific behaviors that necessitated restraint or seclusion
.how the patients behavior continues to meet the criteria
.the behaviors that must be demonstrated for release or for a

reduction in mechanical restraint
.the patient's suggestions for how staff can assist him to gain

release from mechanical restraint or seclusion.

Staff must document in the clinical record

.their attempts to communicate this information to the Qatient

.the patient's response to the intervention; and

.any difficulties the patient has in understanding the
information being communicated by the staff person.

(WSH's Policy, page 9) ( emphasis added)
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FINDINGS

This section is divided into subsections addressing (I) WSH's aggregate use of

seclusion and restraint from FY 1997-98 to FY 1999-2000 and (2) WSH's use of seclusion

and restraint during the period from January-March, 2000.

Aggregate use of seclusion and restraint from FY 1997-98 to FY 1999-2000L

DRVD staff requested and reviewed data from the Commissioner of DMHMRSAS

setting forth WSH's use of seclusion and restraint over the prior three fiscal years. As is

more fully set forth below, WSH's use of seclusion and restraint has, in general, decreased

over that period. See Charts land 2.7

7 A spreadsheet setting forth the monthly use of seclusion and restraint from FY 1997 through

FY 2000 is attached as Appendix C
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During fiscal year 1997 -1998, the average percentage of patients restrained per month
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was 16.74, with a high of20 in March of 1998 and a low of 12.3 in December, 1997.

average number of patient hours in restraint per month was 1,274.5, with a high of 1,936

hours in August of 1997 and a low of 756 hours in July, 1997. The average percentage of

patients secluded per month was 7.92, with a high of 10.5 in July of 1997 and a low of 6.4

in June, 1998. The average number of patient hours in seclusion per month was 317.33, with

a high of 652 hours in June of 1998 and a low of 121 hours in January, 1998.

During fiscal year 1998-1999, the usage of both seclusion and restraint decreased.

The average percentage of patients restrained per month during the 1998-1999 fiscal year

was 14.71 with high of 16.8 in July of 1998 and a low of 10.8 patients in April, 1999.

average number ofpatient hours in restraint per month was 415.33, with a high of 846 hours

in December of 1998 and a low of 87 hours in April, 1999. The average percentage of

patients secluded per month was 5.81, with a high of7.6 in July of 1998 and a low 3.1 in

February, 1999. The average number of patient hours in seclusion per month was 190.92,

with a high of 445 hours in July of 1998 and a low of61 hours in November, 1998.

During fiscal year 1999-2000, the average percentage of patients restrained increased

to 17.2 per month, with a high of 22 in November of 1999 and a low of 13.2 in July, 1999.

However, the average nwnber of patient hours in restraint per month decreased to an average

of 177.7 , with a high of 249 hours in November, 1999 and a low of 58 hours in January,

2000. The average percentage of patients secluded per month was 4.16, with a high of 7.8

in September of 1999 and a low of2.5 in January, 2000. The average number of patient
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hours in seclusion per month was 78.5, with a high of 150 hours in September of 1999 and

a low of 17 hours in January, 2000.

.11 Use of seclusion and restraint from Jan!!m-March. 2000

DRVD closely analyzed a total of 35 incidents of seclusion and restraint occurring

of seclusion alone, 17 incidents, or 48%, involving the use of restraint alone, and 8

incidents, or 23%, utilizing both seclusion and restraint either simultaneously or in tandem.

See Chart 3 .

8 It should be noted that 20 of these incidents involved one patient. This fact does not effect the

fmdings or recommendations made herein. This Report focuses on WSH's actions when staff
initiates seclusion and restraint methods, not on the identity or number of patients secluded and
restrained. As such, the facts and circumstances surrounding the cases studied, and not the
number or identity of the patients secluded or restrained, are the relevant issues herein.
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Chart 3: Proportional Use of Seclusion, Restraint & the
Sim ultaneous or Tandem Use of Both in Cases Studied

DRVD's study of the incidents revealed several areas of concern. These are addressed

in the next section.
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AREAS OF CONCERN

L Failure to use less restrictive interventions before using seclusio

WSH staff often failed to use less restrictive interventions before subjecting patients

to seclusion and restraint methods. Such failures were in clear violation of WSH's Policy,

which states that seclusion and restraint are "interventions of last resort following attempts

to intervene in a less restrictive, less invasive manner." (WSH Policy, page I).

Despite WSH's Policy containing a list of less restrictive interventions to be used

before seclusion and restraint methods (WSH Policy, page 5), such methods were often used

before other less restrictive interventions were tried. While verbal redirection, used in 94%

of the studied incidents, and the use of medication, used in 69% of studied incidents, were

commonly employed, other less restrictive interventions were used far less frequently. The

intervention of time-out was utilized in only 54% of cases and the interventions of a change

of environment or environmental modification were used in only 31% of cases. Finally, in

the 25 incidents where restraints were used, seclusion was tried as an intervention before

moving to restraint in only one case. See Chart 4.
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from the use of restraint and seclusion interventions with psychiatric patients" issued their

Guiding PrinciRles on Restraint and Seclusion. The principles:

identify seclusion and restraint as emergency interventions
which aim to protect patients in danger of harming themselves
or others. When used properly, they can be life-saving and
injury sparing interventions. However, both organizations
advocate using seclusion and restraint as infreguently as
Qossible and onlv when less restrictive methods are considered
but not feasible.!!

In September, 1999, the United States General Accounting Office issued a Report

entitled ImQroQer Restraint or Seclusion Use Places PeoQle at Risk. The Report

recommended that seclusion and restraint be used in emergency situations only when:

necessary to ensure the individual's or others' physical safety
and after less restrictive interventions have been ineffective to
Rrotect the individual or others from harm.12

Hence, WSH's tendency to use seclusion and restraint methods before attempting

other, less intrusive, interventions is particularly troubling. This beyondissue, any

question, presents the greatest area of concern found by DRVD in this study and one which

~ be rectified if the safety of WSH patients is to be ensured.

1126 February, 1999 Joint Press Release by the American Hospital Association and National
Association of Psychiatric Hospital Health Systems upon the release of their Guiding Principals
on Restraint and Seclusion for Behavioral Health Services. ( emphasis added).
12 September, 1999 Report of the United States General Accounting Office, "Mental Health:

Improper Restraint or Seclusion Use Places People at Risk.", p. 23-24 (emphasis added).
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11 Failure to use less restrictive methods when Qatient is in seclus

restraint.

Another area of great concern is WSH's consistent failure to use less restrictive

methods when a resident is subjected to seclusion and restraint. WSH's Policy clearly

requires that, when seclusion and restraint methods are used, WSH staff must use "the least

restrictive restraint device." (WSH Policy, page 5). This requirement notwithstanding,

DRVD's investigation found that ambulatory restraints, the least restrictive method of

restraint, were used in only 16% of the cases studied. Instead, far more restrictive methods

were consistently used: 4-point to bed restraints, the second mQ§! restrictive method of

restraint, was used in 44% of restraint cases, 4-point to chair restraints were used in 20% of

restraint cases, 4-point to chair with belt restraints were used in 12% of cases and 4-point

to bed with belt restraints were used in 8%. See Chart 5.

WSH's use of more restrictive methods of restraint is particularly troubling in light

of the data Reported by the Hartford Courant. Of the deaths Reported in the Courant, almost

20% were linked to the patient being held in 4-point or greater restraints. Thus, WSH's

failure to use less restrictive restraint, in violation of its own policy, clearly puts the health

of its patients at risk.
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Chart 5: Types of Restraint

.Ambulatory

.4-Point to Bed

C4-Point to Chair

C4-Point to Chair w/Be1t

.4-Point to Bed w/Be1t

Use of seclusion and restraint when not warranted.llL.

Another troubling trend was WSH's use of seclusion and restraint in non-emergency

WSH's Policy clearly states that the only time seclusion and restraint methodsinstances.

may be used is "when necessary to prevent the patient from physically harming self or

others." (WSH Policy, page four). However, in 23% of the cases studied, the behavior

precipitating the use of seclusion and restraint did not rise to this level.

In the majority of these cases, WSH staff initiated seclusion and restraint in response

to patients' verbalizations such as threats, anger, and cursing One particularly disturbing

incident occurred when a patient verbally abused a physician, was ordered into restraints and

then calmly walked into the seclusion room and quietly allowed WSH staff to restrain him.

Such behavior is hardly indicative of the threat of "serious harm" required to instigate
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seclusion and restraint methods. In other cases, there was no documentation in the patients ,

files to indicate that they represented a threat to their own safety or the safety of others

before being placed in seclusion and restraint.

Besides violating its own Policy, WSH's use of seclusion and restraint methods in

non-emergency situations runs afoul of the Recommendations stated in the General

Accounting Office Report, which stressed that patients should have the right to "be free from

any physical or chemical restraints or seclusion imposed for the purposes of coercion,

discipline or staff convenience. .. ."13 Such use of seclusion and restraint methods robs both

the patients and the staff of their dignity and decreases any probative value of the method.

~ Failure to infonn ~atients of the behavior ~reciDitating: the use of secl

and restraint and the criteria for release therefrom.

Another alarming trend was WSH's failure to inform patients of the reasons for their

being placed in seclusion and restraint and the criteria for being released therefrom. WSH

Policy clearly requires that patients be given this information (WSH Policy, page 9).

Nevertheless, based upon WSH's docwnentation, in 86% of the cases studied, the reason for

the seclusion and restraint was not communicated to the patient and in 37% of cases, the

criteria for release was not communicated.

13 September, 1999 Report of the United States General Accounting Office, "Mental Health:

Improper Restraint or Seclusion Use Places People at Risk.", p. 23.
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The failure to provide this information robs the use of seclusion and restraint methods

of any efficacy or value. If patients are not informed of the behavior which led to the use

of seclusion and restraint and the behavior which will gain their release, they will not be

able to understand the reasons for the intervention and how to avoid it in the future. In short,

the seclusion and restraint methods will become solely punishment tools. Such use runs

contrary to WSH Policy as well as the General Accounting Office's Recommendations,

giving patients the right to be free from seclusion and restraint used for the purposes of

coercion or punishment.
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commitment that "seclusion and restraint techniques reflect treatment failure."14 In

furtherance of this commitment, Pennsylvania developed a policy limiting the use of those

methods Qnl.Y thoseto "when less restrictiveemergency situations treatment

opti ons/interventions. .have been formulated. attemQted and are documented to have

~ " (Pennsylvania Policy, page 8) ( emphasis added).

In particular, WSH must emulate the Pennsylvania project in requiring that its staff

document each intervention attempted prior to the instigation of seclusion and restraint

methods in order to demonstrate a progression of interventions, from non-physical to

physical techniques which require less restriction to those which require more restriction. It

is only through such documentation that WSH can monitor and police its use of seclusion

and restraint and be sure that the use of those methods was a last, rather than a fIrst, resort.

II. When WSH utilizes seclusion and restraint methods. it must use th

restrictive method.

WSH must make a firm commitment to use, in those rare instances where seclusion

and restraint methods are warranted, only the amount of seclusion or restraint necessary to

address the situation. Given the high risk of patient injury or death associated with the use

14 "Pennsylvania's Seclusion and Restraint Reduction Initiative, Overview," page 1 (hereinafter

referred to as "Pennsylvania project Overview"). Published by Pennsylvania Department of
Public Welfare. A copy of this document and the Pennsylvania Program's Policy, entitled "Use
of Restraints, Seclusion, and Exclusion in State Mental Hospitals" (hereinafter referred to as
"Pennsylvania Policy"), is attached hereto as Appendix D.
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of more restrictive methods, WSH should take steps to ensure that, when seclusion and

restraint methods are used, they are used solely as treatment tools, rather than as punishment

or for the convenience of staff.

WSH must comprehensively train its staff in the proper use of seclusion and restraint

methods. Only in this way can WSH be sure that its staff understands that, while greater

restraints may temporarily quiet a "problem" patient, such methods are done at the cost of

patient health and welfare. Concurrent with such training, WSH should require detailed

documentation of each instance of seclusion and restraint in order to establish that the

methods used progressed from least to most restrictive. It is only through this documentation

that WSH can adequately judge whether its staff is complying with its Policy.

ll1 WSH must only use seclusion and restraint methods when they ar

warranted.

WSH staff must not use seclusion and restraint methods when they are not warranted.

DRVD's study uncovered a disturbing trend ofWSH stafIusing seclusion and restraint in

response to verbal abuse or aggressiveness. Such actions are in violation ofWSH's Policy,

which states that seclusion and restraint are to be used Qnl:y to protect patients and others

from physical harm. A patient's use of loud, inflammatory or even abusive language does

not present such a danger .

The Pennsylvania program makes clear that seclusion and restraint methods are only
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to be used ''as a last resort to situations involving imminent serious harm.'" Pennsylvania

hospital staff are comprehensively trained in techniques designed to "pay close attention to

the factors that cause or escalate aggressive and self-injurious behavior." (Pennsylvania

project Overiew, page 1 ). As a result, "seclusion and restraint are no longer considered

the acceptable response to aggressive or self-injurious patient behavior.'" (Pennsylvania

project Overview, page 2).

~ WSH must clearly ex12lain to 12atients both the reason(s) why the

placed in seclusion and restraint and the criteria for release therefrom

WSH must consistently explain to patients the reason(s) they were subjected to

seclusion and restraint methods and the criteria for release therefrom. If seclusion and

restraint techniques are to have any therapeutic effect, patients must understand the behavior

that led to it, so that they may regulate or avoid such behaviors in the future, as well as the

behavior that is necessary to gain release, so that they may endeavor to exhibit it. Having

this information gives patients power in a situation where they may otherwise feel powerless.

It is also vitally important that WSH staff meet with a patient as soon after release

from seclusion and restraint as possible. By doing so, WSH can gain insight into the

patient's experience while in seclusion and restraint and learn techniques to avoid having to

use such methods in the future.

The Pennsylvania program requires debriefmg of both patients and staff after each
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instance of seclusion and restraint and the revision of treatment plans based upon the results

of the meeting. (Pennsylvania Policy, page 5 [ seclusion methods ], page 9 [restraint

methods ]). These requirements have "enhanced physician involvement and accountability

[and] increased patient safety." (Pennsylvania project Overview, page 2).

Y: WSH staff must follow WSH's Dolicy as written. includin~ the document

reQuirements. Hos~ital administration must enforce this reg i

Critical to the success of any Policy regarding the use of seclusion and restraint is

WSH's level of commitment to enforcing that Policy, including the provision of adequate

training to its staff and the rigorous documentation and correction of any failures to follow

the Policy. While such a recommendation may seem self -evident, it should be noted that

WSH's Policy clearly called for at least some permutation of each of the actions

recommended herein. Unfortunately, the most consistent problems noted by DRVD stemmed

from WSH's failure to enforce its Policy. Such failures wholly defeat the purposes of the

Policy: a Policy stating that seclusion and restraint methods are "interventions of last resort

following attempts to intervene in a less restrictive, less invasive manner," is rendered

meaningless if not enforced. Unless WSH does so, its staff will continue to use seclusion

and restraint methods when not warranted, and its patients will continue to be put at risk.

28



DATED: 10 April, 2001

COMMONWEAL TH OF VIRGINIA

Department for Rights
Of Virginians with Disabilities

202 N. 9th Street, 9th Floor

Richmond, V A 23219

(804) 225-2042
',1

I-:
li

BY:;j;;~.
Susan T. Ferguson, Director

---J onathan G. Martinis

p AIMI Managing Attorney

~I

R. Currin

p AIMI Advocate
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APPENDIX A: WESTERN STATE HOSPITAL INSTRUCTION NUMBER 4015,
"EMERGENCY USE OF SECLUSION AND RESTRAINT"
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WESTERN ST AYE HOSPITAL
Stlunron. VirglDta

January 4, 2000liospitallD!truCtiOD Num~er 401.5

Subjett; mergency Use 0( Seclusion and Restraint

Background: t
"

~

'atientS in DMHMRSAS hospitals ~ treated wim the least resuictive inter.
ention/~tion appropriate tO their needs. DMHMRSAS racilities cKcrcisc
ladership to create & physical. sociaJ and cultUral enl/irolUnInt mat reduces the
ecds for and lImitS the use of seclusion and reSU'aint as much as possible.

Purpose: 1be purpose ofth£S Insuucrion is to esQblisb policies and procedures for the use
df emergency ~lU$ion and restraint with adult patientS and to assure tbat ail
1OSPitaJ politics and procedures:

~ are consistent with applicable nIles and regulations and the DMHMRSAS
De parIm en tal Ins tnlcriOD;
are dl5ig11ed to minimjze the use of rcsn-ictive procedures; md
a!Cord maxImum protection of paDcntS and staff.

~

AppUtablIIty: ~I Direct Care Staff Trained in Approved
lecbDiques/Procedures, i.e. MANDT

I

1

DeflajtjODS: fe following definitions will apply tO this Ho!pirallnsauction:

,

Const2l1(

Obsen'.tioD:

~onstant observation is ma continuous visualization of'tbe patient by a staff
jcmber who:

, has no other assignmcnt, and
~ is not perfonning any omer duties or activities.

~onsmnt observation includes those rimes when the patient is in the bathroom.
~luding the toilet aAd shower areas.f rt.mained patienu will bo on constant obS4tVation or direct or
1; I) b8Sed an c1iniaJ indi~-!-i'1US.

U 1~1uded pat1cuu will be within eyesight of the staff.

.the pam is in direct sight at aU times with no physical barriers
betwem Ihe paDent and tb. staff member

t1ber has no other assignment
D.ber is Dot perfonDing my other duties or a=ivities

Direct ObSf.rvatSoa

.smn m~

.slaffm=

~:I OblcrYauoa:

, rhe Staff member Is within arms reach of the patient
, rhc staff membef bas DO other assignment

the staff'mambcr is DOt performing Illy odlcr duties or acQvitiC$

Eiospita! Instruction ~OIS
Pa2e I Qr'I:;



~

Emergency: ~ emergency is an unplanned sitUation in which it is immediately n'ccessary to

~in or seclude a patlenr:
r tO prevent imminent probable dead1 or substantial bodily hann to the

patient because he is overtly or continually ~nlng or aucmpting
to commit bodily harm; OR .

r to prevent imminent physical hann to others because ofthrestS, attempts
to bann others, or other acts the patient ovcnly makes or conunits: and

.wheEl preveEltive de-escalative or verbal techniques have proven
I ineffective at diffusing the potential for injury or dcStnlction.

Medieal ReJtraint: Medical resaoaint refers 10 the use of a mechanical device for a medical,
tagnostic, or surgical pwpose to prevent d1e patient from:

removing medically indicated devices such as dre3sinp, catheters.
inD'avenoUl. nasolaiU"ic or casuic tUbes
in.temlP!inl acute medical or post-surgical treatment
expericncinc .sclf-injury secondary to & mcdicaJ condition. Le.
HWItingtOn's Chorea or other neurological impairment

f'
i
,

~.
Protective device:

~echanica1 devices used for the' purpose of medical restraint include, but are not
lD1itcd tot mittens. wrist or ankle limb holders, posey vests.

I
~ccaivc .dcvicc moans a mechanical dcvi" used (or a s~ific protective
or supportIVe purpose to:
.maiJltain body position. or balance
.~cnt injury through a passive barrier such as a jumpsuit

I or ~e~~ or f indi' :..J..a1 h bill ' , , ired.US15t UK movement o an Vwu w osc mo ty 15 Impa

I by a physical disorder.

.iecbmicaJ devices typically used for prou.r.tive purposes includ. Geri-chairs,

idc rails and limb holdus.5

f'-CSU'aint means the usc of appmvcd. physical intcrvcnrioos or mcchan~al
'FStraiDt devices thaI involUntarily restrla the &oeedom of movement or
'fol\lD=Y fimc1ioaiDg of a limb or a portion of a person .s body. Any device
ttlat the panent is unable to remove is considered a res"traint. even if it is used

fpr proteCtive purposes.

Rcstrsiat:

tbysical ia~e~UoDS. enmil the use of various approved tecb%iiqucs to.
Rrevent a paricu.t from &aly moving hjs limbs or body to engage in a behavior
~ p~ nim or /ochers aI risk of physical harm UDti1 such time as he is either

~ sccludcd or pJKcd in mechanical rcsa'amt.

~ysica1 ~Uoas rnWt ~Iy with thc Dcpanmmr..lppt'O'Vcd
E .in=KtiOD and aisis manacernent tccbniquC5 Ind follow

hier8rdIy of I8aIC restrictiveness. s.. DepanmeDU1

, .104 (TX)99 Behavior Imcraction aDd Manqea1em
TecbJ2iqlJeS Tr.miai (curr=tly MANDT tr1ining.)

Mechaaleal rtI1J'8t.t f8fers to the we of approved ~maint

cfcvices mar
-I arc dcsipcd to prevent (X' limit me use of a limb

or & portion o f the person .s body , and
me individual is unable to remove without

w~ce.



I raDsport Restt8~ refers to the use of approved resD'aint devices mat:

are designed to prevent elopement or assaultive behavior

are time !ilnited [0 the duration ofIhe transport

may be used on or off grounds. .

ratientS will only be resa-ained in accordance with Hospital Restraint

rormulary.
~edications 'Me not an approved fonn of rcsU'aint and will not
re used to restrict a pe~on.s voluntary movementS.

Seclusion: pe involunwy placcmenr of a patient in a room with the door blocked,
secured, or lockcd in a manner that prcvcn~ the individuaJ fi'om leaving.
I

resPOnsible Authority

I
fAcilities: ne facility director will ensure compliance with me Hospitallnsuucrion. To

~e eXtent any inconsistency existS betWeen a Depanmeata.l and Hospital
,DSU'Uction or policy thc morc restrictive will conlloL

1--
Sp~C GuidaDce
I

Statemeat of

rinciples:

Rcstraint or scclusion ~ interventions oftasc resort following attemptS
to intervene in a less resuictive. less invasive manncr. widl. th. go8.1 of
CDSuring the safety and proteaion of the patient and odlers at risk.

2.

I

1.

i

j

Medications arc not an approved Corm of resnim aad will not be used
(or the purpose of Immobilizing an individual. inducing a State of sleep
or reducing the ability to move fteely.

The decision to use seclusion or restraint must take intO consideration

any specific. W1ique characteristics ofrhe individuAJ patient,

Protective, med~1 and supponlve devicas will not be Ulcd as sub.
sti1Utes for s«luslon and resrralDt.

Seclusion or ~t win be implemmtcd iD .manna' that proteCts
IDd ~cs the rights. c1ipitY and well-be~ of the patient.

SechlsiOa or remajat wiU not be used as ptmishment, as .convenience
fc.' staff. as .subStitUte for trcaancnt or habili1ation. or in a maDncr that
causes 1mdue physical discomfort or hann tO me parienL

PRN (as needed) arden for seclusion or remain[ are prohibited.

The leaSt restrictive InaQS of m~'al rCSIraiDt, as dctmnined for
the individual by a physician with knowledge of dIe pa1ient's preference.
will be used to address Ute paUcar's behavior. ~f~ should be
civcn to the use of mlbulauwy restraintS oVa' bed/chair ~B,
when clinicaUy indicated.

Hospital Instruction ~O 15
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The patient and the family will b. educated on the need for the use of

emergency seclusion and restraint as soon as possible following
admission and consulted aboUt what interventions have been most

effective in addressing those behaviors of the patient that endanger
the safety of self or others.

All patient and family education will be documented in the patient's~ord. .

A patient may be placed in seclusion or rcstrained only:
.when necessary tO prevent the patient from physically h8m1ing

self or others;
.after less restrictive alternative intertentions have been

unsuccessful, and
.when authorized bY a physician.

\\I11ilc proteCtion of omer patientS from phy!icaJ harm is a valid
indiCation for seclusion or reStraint, social behavior that irritates or
aJmoys others is ~ an indication for use.

Seclusion and rcsuaina may be --and COD~~ for we
~ of the paacnt's psychiavic or medical condition. Contraindi-
cations may include, but are nor limited [0 the fotlowina conditions:

.obe!ity

.unstable medical swus resulring fi'am infection, c.vdiac or
respiratory illness, disorders of dtermo-regulation 0! membolic

Illness
.drcuWory obstrucrion or t1is1Ory of aspirations
.compllcaIions of immobility (sucl1 BS pr=sure ulters or

iocominence )
.a hiStory of pltysical or sexual abuse
.confusion atId di.soricQtatioo. which may bc cxacerbared

by conditions of sensory dcprivl1ion
.seizure disorders
.history of aa1una; and
.untoward psychological effc<:tS including feeling of

depression, bumilimtion and mgcr.

The clinical benefits f{K the use of s~lusion or mechanical restraint
mUSt oUtWeigh the known risks. and the documemed by the physician

m me c linica! ~

Scclllliaa is ccm.Q'2-i!!!!.~ fir paQent's wid! serious and unconQ'Oll-
able sdf-abusc aDd self.m!.-~Ia~ .

S~ida1 patients should never be secluded without COnstant
observuion.

Paticm records mUSt be flag&ed to indicare SIR contraindication!.

TrIiDiag: A,[ idemified faciUty mffwill rcccive spoo;aIiZId ttaiDing in me D.:pa.Ym1ent
apprOYed beb&yiCX'a! ~~ lad crisis -1CCbniqucs. Scc Depan-
m:.-1 Insuuction 1 04(TX)99 8ehaYior ~ and Managemalt
~ q ues T ~ C ( amaIdy MA ND T Irain iDg).
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Procedures

Ho.tpital: t'olicies and procedures for the use of soclusion and restraint must be consistent
W, ltn this InstrUction. To the extent an.y ineonsistency exists b4tW8tn Ulis lnstnlccion
and hospiw policies and procedures. the more restrictive policy

rill control. These policie5 and procedures will be reviewed at feast annually.

Mtdieal
polleies:

~ospi'tal procedureJ will address the proper management of patientS in reStraint
rr scclusion during evacuation ofthc nospiTa1 due to drills or actUal disasters.

I
:Each patient will reccivc a mcdical asscssment upon admission and whenever
the medica! condition of the patient wamnu Or the condition oftht parient changes.
[his medical WcS$DlCDt must consider risk factors that wou!d ,onttBindica~
re use 0( restraint or seclusioll..

Set.lusiol\ roams:

Least restrictlv.
iDurventions:¥

~c hospital staff will ensure mat the scclusioa room is fi'cc of any potentially
~anccrous item or strUcmral defeca and is maimaioed in compliance with
F-""CDIai lDstn1aiOli 604(EM)94 rtme Ouc aDd Seclusion Rooms.

I -

pefore inid~~1 the use of cmer;crI-'Y RSnint or seclusion. ~will aacmpt to
to manaae me patient's behavior usinc interventions that are less restrictive man
lecluslon or res1n.in~

.ess inwsive inlerventions include. bUt are not limited tO vetbal and behavior!J
inteI"Vencioos, rccrcanonal inICtVendon. redirecliaD. timC-out (Le. p*inC a
patient in a room with an lmJocked door), and enYirOmDeDmJ modifications.
pace 4 ~inanon has been made thaI ~ is nccessuy .the least .
~cdve resa'aint devi~ (e.g.. ambulatory rcsuaioa) that will effectively
LQQrr,SS the patient'S behavior mUS! be salectCd.

~ PhyJiclaD'J arden: ~cclusion or rcSU'3int will be implcmented only punuant to me written order of
i licensed physician.

~ses~ment aad Determinadoa: Before writing an order to authorize the use of'
fe#:lwion or restramt. a physician must personally:
~ review dle precipiQting -=
.identify the least remic:tive rcsuaint device to address the patient's

I bch&vi~- .. ph ;-1 d #AI ~: ...10.r assess ~ pmem s ys~ an men~ con~aon. review ~ most
rcccnt medi~l iSSCssmcat. ADd idcnaty any comt3iDQjwjons for wo
of thc procedure: aDd

r .doo:rm!"" c1w. use of seclusion or restraint is rcquircd for this ~ent.

r amnQtioa of ASIaslInc: The physician will dotument in me cliDic:al ~rd:
tbc ~ ofhis ~~t and

r .tbIt be bas coasidered whe!her I CODU'&iDdicmon ex.isu mid none ~,
OR.l\e has CIX15ide1ed thc specifIc comr-~icaQoa(s) aDd me ~
of SK1UIim « remaint ~ish the known risks
raIionalc f« scAccQoa of type of resaajn( or .seclusion.

HospitallnSU'Uction 40 15
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* I
~riUItn Order: The physician'S wrinen order for seclusion or resa-ain. must

Include the following:
~ .type of'restraint selecmd (refer to WSH R.esC'aint Fonnulary)

~ duration of the order ~ !).2! ~ ~ ~ ~
r any specific m~ures for ensu~g the. patient's safety. health and

well-being beyond standard Nursing Policies and Proccdures. if

~licable
~ level of observation
..cliDical justification for use
~ bebaviom ai~ for release; and

T .sigDan1lt. date and rime.

Contnln intioQJ: If1hc physician dercrmines that the clinical benefIts of

seclusion resminI outWeigh any conb'lindications, the order mUSt:

.

.

.

I
F.mcnt the risk in the clinical record, and
rpqun the n.uninC staff to flag the record accordincly
~e order mUSt specify any additional or increased frequency
c,f RN assessment.'

0( the Ordar: The physician .5 order may aud\orize the use o f

pr m~ fesa'Aint for no more than 4 houn.
Duntioai
S4clusion

N.w Ord.rs: Thc physician may write a new order at 1bc ead of the time

period deSi&naIed in tbe initial order if:

.Je patient is not exhibiting the requ~ ~le&S8 behaviors. and
~ a faco.co.face assessmcnt of the p8tieD1, the physician
Ticves rasuaiDI or scclusioa is stiU necessary; OR.

..i~thc pati=t exhibiu cscal2ring behavior m. is DOt relaled to the
~ViOlS mar prompted me iDi!iaJ mccbanicaL masiD1 or

.ll1Sion or=r. OR

I
.i~the p~ent cxhjbiu escalating bebavior and it is mo~ thanl ' .(30) minuteS after release oftbe patient from seclusion or

mt.

When .9 a new order fM resU'aint. the physician mUSt consider otdering a less
remetive ~t dcvic;c, M ID akemanve imervention.that could be used tO

address chi patient', behavior.
-

Sepance .

.

.

.

~ dcvices Ut used CO move a padcnt intO seclusion; OR

~ csca1lliDc bcbaviors not rclatcd to the bebavim d1at initiated
mBiDa1lnecbBi~..1 rnU--.i.» or $CC1usiOD ordar; OR

f« escallliDI beb&vm mat oceur beyond thirtY (30) minUteS after

r.Ie.sc-, .OR
c}OIhin8 anicles noc speei&d in ntd'Sing proc;edun:. or pros1herlc:
~vices such as IYOII.- or hearing aids ~ removed.

.

~or tO the physical -all et{OCU possible arc to be mad& to

vQrbal1)' ~-L~ me sjmation.
I

0IDitiatiDc
phpicat
i"te"eatioa
ia ab3e8ce

I
Wjhee a pbysicim or RN iJ not prescnt aDd .behavioral cm~Y0

Hospital In.suuction ~O 15
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of physician

d

0

.y 0

ecurity staff. when away from patient buildings. may utilize flex cuff or
~and cuffs during transpomtion in an'emergency. Such use does not
~uire 8. physician .s order. Upon retUrn fo the unit. patient will be assessed by
RN or physician far need for further inter'Venrion and document in clinical record,
o/se of cuffs will be documented in the Security Report Sl6tingjustificar.i°". time
iPPlied and rcmoved.

q>nce a physical intervention is applied;
.staff mUst immediately contact a physician or an RN
J the physician or RN must personally assess the patient

within ten (10) minuteS ofhis being physically
resnined; and
the physician or RN must makc a detcnnination ofthc

I ne~ for mechanical restrain~ or seclusion or release of the

panent.

1
~

0 11te physician or RN must docwnent in the clinical record:
, justificarion for initiating physical intervcntiOD
.aames ofsta:ffwho panicipated in applying the

physical imcrvention
time, location, enviroamental condjtions, ongoing
activitir.s and antecedent behavion 0{ me patient
less resaicrive Weractions attempted by the staff, and
the o~mc of cacl1lcss restrictive measure mcrnpced.

1~

InittatiDg
«Iusion or

mtchaDieaJ
restraiDt:

, Initiating ~echL!ion or Mechanical RcsD'ainc An RN may iniriare seclusion or
mechanic~ rem'alnr In an emergency when a physician is ...Ot immediately
available-! Wbcn doing so, the RN mUSt within 10 minU1CS:
.~adua a clinical and physical assessment o(the parient

.~eck for thc CO~ application of restraintS

.ipi~ required observations: ( I: I or direct)

.j°tify tbe physician to obtain an order.

RN DocUfentation: The RN who detennined that seclusion or mechl1\ical
restraint 'fU ncccssary must documcnt in the clinjcai r~:

.

.

.

.

.

j~titicarion for initialing me remction in Ihc absence of a

~~lan L-'-- . fth . I r--em =VlOrs 0 e patIent, ~ remcave mten.tnons
,aemptcd and the ou~me of each less restrictive measure

~d1c physical ~~ssment ofme paticm
~ D«ifiCd and the time of notifICation; and
umcs of mff who participated in implementing seclusion or

enechanicalrestramt.

~



. il' not required. imI!1ediately release the patient and docwnent

~ the clinical record, the justification for this decision. ch~
~ and time, and sign the order .
~e initial order aumorizing the usa of sec.lusioD or mechanical restraint,
sttall not pemit the patient to be held in s~cl\lSion or mechanical reitraint
rpr more man 4 hours n-om me initiation of seclusion or mechanicai
ffStl""int. The time the parient is in seclusion/reStraint prior to the physician
assessmcnt must be included in the [elephonc/verbal order.
I

0Pl2cing
patients In
set;lu.sion or
mechanical
restraints

~

aricntS may only be restrained in accordance wilt1 the Hospital
.esrraint F ormu!ary .

0 .thorough search m~ be conG~ of all patients before they arc
secluded or p1Kcd in mechanical restraints to cnsurc that contt'aband and
ahy other potentially dmgemus objectS are removed from the patient.

O AJI potentially dangerous objects, excluding conrraband. removed from
ute patient will be stored in a safe place, and rewmed to the patient when
UlC patient is assessed to be safc and appropriate. Conrrzband will be
,ven to the Sacuricy Dep8l1ment for disposition.

1]he names of sta.ff melnbefS Involved in implementIng dte seclusion or
jQ'aint win be doc,~~~ in the clinical record.

Seclusion All patientS in seclU!ioR will be OR COR!tant observation and sraffwill be
stationed lirectly oUtSide the seclusion room door .

MecIlaniCjJI ~mtl: AU parientS in mechanical restraIntS will be on consmnt, direct
or I: lobscration. Under RO circumstances will staffbe more than anns length away from a patient on I; 1

obser\latiop.

0

Monicorinc
rcquircmenu:¥

I
Transpory Restraiats: Monitoring requirements will be identified by the physician and

included ia rbe written order.

Identifiedl CoatniDdiaUoGs: Constant observation by nursing staff is required when-
ever the p~lysician's assessment dctennines that thc clinical benefitS of seclusion or

mechanical restraint oulWeigh identified coaU'&indications.
I

StarrDoc+meatatjoa: Statfwill documem meir observations of the patient in me
clinical ~ every fift=cn (IS) minUteS via WSH form #624. Spccia1 Obscrvation
Flow S~

RN ,.88ts: Patieau in seclusion or mechinjcaJ resaaints will be observed
aDd .s~"'!! at 1.- howty by &4 RN. The RNJ observaQons and ~!sessmet2u will be
docum,~ in th4 c!icical ~rQ in the ID nOtes. .
The RN.~.~bservaUon/lSIC$smcnt will include a physical as$essment, which .

spcci~ refers to:
.'!le pacieDt's Ieve.l 0! consciousness or behavior
.~ pIti mt' s respira:my ssus
.ttte patieDts sk:in colm' aDd
.~ diti 00 of me pariem' s tim bs. if ~

Any cban~c ofthc puien!3's level of ~iousness or responsiVenC5S (Cog.,
sleep, dro,siDeSS) nored by aQy member of tile nursing Staff requires a
reass~,nt by tb.c RN, who will cvallwc the CODri~ucd need for mccbanical
re$U"a&DU ~r seclusion aDd me need for a pbysician's assessment.



.'atienc care
.1 seclusion

or mcraint:
Jf

During m~ episode of seclusion or ~~ient care w~l-be provided, as

clinically fPPropri1te, in each oftb.e following areas:
..rIf1aition per hospit3! meal plan .

.bathing every tWenty-four (24) hours, more often if needed

.~ileting every 2 h.oUl! or ~ ~edcd

.~ercise/rmg. of motion every 2 hours

.~Ct"apeUtic intcrvenrions

.~edicarion. and

.~dratiOQ every hour.

Staff will I

patient's n

provided.

joeument. in the clinical record, their involvement in meeting the

eeds, a! idenritied above. and tbc patient's response to the care

Review

requirements:

After the ~atitnt bas been placed in mechanical restraints or seclusion, a
dcs~ staff' pelSOO will discuss with the patieIU
..dfe specific behaviors that necessitated restraint or sccl~ion
.~w th~ parieI1t's behavior continues to meet the aitcria
.~ behaviors that must be demonstrat:d for rc[ease or for a

r~on in mechauital resttaint. and
.are patient's SU"estions for how Staff can assist him to

ialn rcleasa f!'om rnechaniea! re.maim or seclusion..

Staff must

.rt

.

.

t

81

I document iD tbc tlmical record:
leir a~ to commuoiate this infonDa1i~ ro the patient
~ pabtDt's response to me intervetUion. and
,y difficuJites the parieat has in ~demlDding tbe inionnarioa
~in~ cC)mm.JE!.-~tcd by the sraffpmon.

0Rel.as. from
.eclasioa or
meebanieal
rtStnint: smffmust immediately repott this detennination to the

RNAND
the RN or a physician will .evaJuace dIe paricar to detCnDine
if release aDria have been mat (Le-. the parlcnt is exhibit.
iJIg th8 required behaviDa ) aDd if the pahent is rudy for

~Icasc.

The
=1 ."on for rclcasc must be wed on the patients' present

behavi« .A deIenDiDIUon mat a patient who is uhibItinS die reqaircd
behavion not rqdy for~lease must be documented in the clinical

record~ju..mc O ~ must mkc 8Ctims to fxilit8lC me paIicDt's re-enay imo the social

~ilieu fol~ ~ from raU'8iDc or s«lusia\. Staff will:

~
obscrvc me pMieI\I f«u least f1Aeea (1S) minutes and

document the ~s camm-~ in me clWcaJ record
provide the patient with m .~ tt'8Dsitiol1 aIxi thc
oppGl1aAily to r8tUn1 to 8CCiviri8S; md.
give the parieDt m "PP6a-oomny to disaIss d1C cxpcrieDce
prtvmty with ~ s) of the uaua- ttIID and
doc1DneIU tbt paD8IIt's response in dtc c:fU1ica1 r8COfd.
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0 ~ patient will be given an oppotalnity to discuss the ex:perience with
~e ~ent team .t Ihc neXt scheduled U'eaanen( team meeting. The
p~tient's input will be documcmed in the clinical record.

0

Reinstating
seclusion or
mechaniC2.1
restnint:

ReiDI~ti~
may reUl$~

IE Sedusioa or Restraint Undcr £WtiDI Order: Thc RN or physician
ito seclusion or resnint undcr an cxiSting order if:

.

.

t*e p&ticnt's behavior esca!ates withjn 30 minUtes of release from
seeJwion and/or mechanical resIraiDt; AND
tr~ clinical ~rd clearly indkates that the escalating behavior is
nan of The same episode that prompted tbe initial order; AND

le time oftbe. original order has nOt expired.. tr

New PbyJ
csC2.latin£

It;ian'J Order R.q.ind: A new phYl'ician's order must be wriuen for

Dehavior that:

.~ not rcJated tO me behavion that prompted the initial mechanical
~t or seclusion order OR.

.jcur beyond miny (30) minutes after release.

When ~ a new order for mechanical restrainr.. the physician mUSt consider
ordcriDS liICSS Iw-w'~ve resaainc deviCI or III alt8orwivc ~n that
couJd be used to address me pacient'S behavior.

PerformaQCe

ImprovemeDt: °~
~c trC3lmcnt tUll1 will rtview and modify the ~cat plan and itS
imnlemeDlatioD for all patient's who. widlia a 7 day period. have had
rf"orc than:

2 episodes of secl11Sj1)n md/or restraint or
tWelve (12) hours of scclusioD md/or ~int.

tIe ~ent team wiU identify factors that precipitate. SUStain. or
:mforre tbe patienr's dangert)US behavior and Jpecify a"ealmenr plan
~ to rein!orco altemalive behavm IDd reduce dangerous
~vi1XS.~.

Jta 00 HospiW' s medical direaor will review the rrulment of any
aieat -~ « ~ fortWelve ( 12) CoodallOW hours.

0 1bc H~s Bd18viIX' Mmaicmcut CommiltcC will ~onduct & ~icw ofthc
ueaan.u StraIeI)' of patimts who have been secb1dcd or ~incd:

3 times in my SCVCD day period. «
far mm'C m.. twclvc ( 12) boun in my sevm day period.

0

0

~ boSpitl1's Behavior MCICCma1t Committee will tOGSider use of OUtSide
~ if a paci8nt w witbia a 30 day period been HC-
: 12 rima or.
1 for m«a thaD 41 hours

l/hC" Hospital Humaa R.ights Adv~ win be ~ of who w been
~ecb!!!-~~1y rauamed or secluded by fotwardinl a completed WSH form # l3 7 t
~rt to the Advocate.
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WESTERN ST A TE HOSPIT AL
RESTRAINT FORMULARY.

APPROVED RES~T DEVICES:

Only Posey manufa~ devices will be used as follows:

Leather wrist
JLeather ankle

Leather connecting bclts

Le3.thcr bed remaintS - Tist and ankle

Cloth {imb holders

r.::loth vest

Cloth soft belt

~Ioth pelvic holder

~PPROVED METHODS

2 pt ambulatory: 1 l~lthcr restraint to each wriSt secured to connecting bctt at waist level.

:?. 4 pt ambulatory: lej Idler r~:::-:.int to each wrist secured to connecting beat at waist level and
I I~cr resnint tO eacb ankle connected with leather belt sufficiently long
enjgb to allow patient [0 takc short stcps.

J. 2 pt. transport: 1 l~er remaiIrt to caeh wrist 5CCurcd to ~nDccting beit at wrist level..!!' to
CKh El. secured with a connecting lea.ther belt sufficiently long enough to

..allow I patient tO take short steps (order must StJeCify wrist.!! ankle)-

, 1 leath~ restraint W each wrist secured to connectine belt At waiSt level and

1 1+ resD'aint [0 each ankle COMCCted with leather belt sufficicntty long

enoueh to allow parien! to take short Steps.

~. 4 pt transport

). 4 point to chair: lea

lelvic boldcr, or soft belt): same as above with added. vest or pelvic

ho I der secured tO chair .
~. 4 point with vest ( or

"7 4 point to bcd: l ~Jer bed rcsD'amt to each ...,;St and each ank.Jc secured to bed. May use
coa:UDI belt rn.n ankle bed map to ~ of bed frame to prevent excessive
lea mrr.~~ .~.siIat will be remained face up with wedge s~ underupper ~ not 10 ~~~ 20 degree elevazion .

8. 4 point tO bed with + (or pltvic bolder. «soft belt): II~ iai restraint ID each wrist
and ~ ankle secured ID haL May ~ ~~tiDI bolt from ankle bed
sttap tq fOOt' of bed frame 10 rnvent excasive Ies movement. Posey vest
pelvic lolder tX' soft belt may be ~ wbm clinically indicated to prevent
exaggc raICd or excessive body '1nO¥emems. PItiC1It will be restrained
face up with a wedge support under upper body not to exceed 20 degrees elevation.

Hospiw (nsa'W:Uon .JO I S
Pale 12 at' I j



A.y restraiat (or more ,
Director.

'DaD 4 poiDts nqDin approval oftbe Mecllcll Director or Facility

6 point to chair:J. 11~ather'restraint to tach wrist and each ankle secured to chair annS and

I~ and 1 to each biceps with connecting belt crisscrosscd and attached to

chAir behind patientI

10. 6 point to bed: 1 le~er bed remaint to each wrist and each ankle secured to bed. 1 leamer

res~int ~ each biceps secured to bed frame by leather belt. Patient will be
~ined face up with a wedge support under upper body not to exceed 20
~ elevation.

11. 6 point to bed with vr.t (or pelvic holder. or soft belt): 11eamer bed restraim to each wrist

an~ ~ ankle secured to bed. 1 leather resnaim to each biceps secured
to ~ frame by leadtcr belt. May use connecting bclt from ankle bed Strap
to f4~ Of bed frame to prevent excessive movcsncnt. Posey vest pelvic holder
or so belt may be added when clinically indicated to prevent excessive body
mov ents. Patient will be resttained (~ up with wedge support under upper
body ~ot to exceed 20 degrees elevation.

,MD

facility DirectOr

12/22/99

HospitAl InSQ'UCtiOfl ~ 15
P.o~ I-; nt' 1 ,
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v

DRVD

Client Name Hospital: ~~ Ward: 6-2

3J2.e.J~o~~Date of Incident Time In: Time Out: 13~~';)~5

Seclusion / ~ / Both ( circle one ) Type of restraint 4- pI::: ~D ('~~;rC/\ ~ .5Lc./wSiof)

rb6,", )

Weekend? D yes DShift: E(7-3 DD 3-11 -7 no

Name and Title of Staff Involved

'i2N

st.c t ;~ sQU-

PRIOR TO INCIDENT:
Is there evidence of escalation ofa behavior which resulted in an earlier intervention?
D yes 9' no
if yes, did behavior begin the: D previous day D same day D same shift

What intervention was used before the current sir intervention?

D change in meds D PRN meds (otIered) D PRN meds (forced)

D verbal redirection D physical separation of individual from source of friction

D voluntary time-out D forced time-out D seclusion

D restraint ( type c )

When did intervention begin?
D previous day D same day D same shift

Was individual on special precautions? D yes

If yes, which ones D suicide D homicide D arson
[3"" n o
D sexual predator D escape

What interventions were used prior to initiating this sir?
g"PRN meds (offered) D PRN meds (forced)
g--verbal redirection [g""physical separation of individual from source of friction
r5' voluntary time-out D forced time-out D seclusion



\...

SIR INCIDENT

Documentation of reasons for SIR in chart:

.ID notes: \\pt <.0,,\.;n...e..& -'11 b... a."3r~ D~ p '..che.,l an,,~-- pah'e"..t- 0'" Q;)a{~.

MD notes: ..dan'juo ~ ph..,~j,~II'1 ~~,jr~~;I/(. "0,,-r~j,.~+;able. bc.hal/ic){ (a~~v.t:ii~ anotj, pab-ient:.) AND cQ"~(\ e.r ~ attempt. .rw.+;hv c99Br~~io", ,.

Does documented behavior meet definition for "emergency"? D yes

.If yes, D Danger to Self D Danger to Others D Both
~no

.If no, was SIR used tor: ~ punishment D convenience of staff D ILO

treatment ~. d...:cI~ Q.. ~, £,.-i-~ ~~ f'*. /;
-t..c.o.t: ~ ~ A ,., tl :. ~ ~ .,...t .A..b. ~ i ~ ~ t..l I~ ~ ~ t.L..& ..t;.&.,t. p d.,..- £ ~ ~ -

SIR was abusive because: ~ ~ ~ ~ ..1-.. ..:L;..-J ~ I--t ~ '~ t.

I:] No/inadequate clinical justification for use. ~ 4:;:::;:~ ~ ~ ~d...;.,-"
-rr---"P t.".:.. ~ w-II.- ~ .,A

c..c-t;., t ( 4-(=-,- ~ ~ .~.~~-.t; -J
D Excessive force was used. If so, by whom? Nature of force? Injury? k """T.. 4-.t- tt-

.L yLr.-tdJ..:
~ .1 .-LJ ~ ..,1 ~~"tL...

D Medical or psychiatric contraindications existed. If so, describe ~ ot..,.--

ASSESSMENT -HOSPIT AL POLICY
Is doctor's order in file? [;Y' yes D no

[i:f'yes
Did doctor see patient and assess before initiating order? D no

rg/yesWas client monitored throughout SIR? D no

1Was monitor same g.endep,?
I f not, why not? .

D yes D no

c;r-y- e sDid doctor see patient during SIR? 0 no

Does chart doctJment checks as required by policy? ~
QI5 [9"' yes D no VS D yes ~ no
Range of Motion D yes ~o D NI A due to limited period of SIR

[3' yes 0was patient offered opportunity to use toilet? no



g' yeswas patient offered water? D no

was patient offered tood? D yes 0 9"N/ A due to time of dayno

rg:yes DDid SIR order specify behaviors necessary for release? no

D yesWas the reason for being placed in sir clearly communicated to patient? ~no

@""'noWas criteria for discharge clearly communicated to patient? D yes

MEDS

Was patient taking.prescribed psychiatric medication in the period preceding the

incident? 8"' yes D no

O yes [3" no
Was a PRN used after the patient was placed in sir?

What was the clinical justification tor both chemical and mechanical restraints?

RELEASE

If seclusiOn F sed a individual went to sleep, was door unlocked and opened?

D yes D no

Ifnot, \ y?

~yes
It- restrained, was individual released upon falling asleep?

It- not. why?
D no

Was individual released within

~es D no

5 minutes of exhibiting "release behaviors"?

Who assessed patient tor release? How documented?

I 'i2.~ ~ ~/I.. :to , L.

How was patient monitored after release? .

~.



CONSUL T A TIONS AND BEHA VIOR PLANS

If patient was in sir within the month prior to this incident, was a consultation sought?

D yes D no

D BehaviorIf yes, for which? D Psychopharmacology

Was treatment plan modified to address identified problem behaviors? D yes D no

Was a behavior plan developed? D yes D no

Was patient involved in planning? D yes D no

D yesWere changes/ new plan implemented? D no

What behaviors resulted?

p A TIENT'S COMMENTS

OTHER issues identified:

D appropriateness of medications
.

D informed consent/treatment over objection

O other



'I9;,

\

DRVD

Client Name: Hospital: W5~ -Ward: A-Ll

3/q I~oo~Date of Incident: Time In: a~30 Time Out' .'2S~'5

Type of restraint "I-,ot ~ ~~

Shift: D 7-3 rfr'3-1 D 11-7 DWeekend? D yes no

Name and Title of StatT Involved'

I PPN .~w
5~.\;., r(.f.sonn#..1

,,"RN

PRIOR TO INCIDENT:

Is there evidence of escalation of a behavior which resulted in an earlier intervention?

D yes ~ no

if yes, did behavior begin the: D previous day D same day D same shift

What intervention was used before the current sir intervention?

D change in meds D PRN meds (offered) D PRN meds (forced)

D verbal redirection D physical separation of individual from source of friction

D voluntary time-out D forced time-out D seclusion

D restraint (type

When did intervention begin?

D previous day D same day D same shift

Was individual on special precautions? D yes

If yes, which ones D suicide D homicide D arson
s-no

D sexual predator O escape

-/~t interventions were used prior to initiating this sir?
«(.f...'1"'""lJ pRN meds (offered) O PRN meds (forced)

r;r'verbal redirection O physical separation of individual from source of friction

g-'voluntary time-out O forced time-out O seclusion
...t. f lA c;.c:oJ



SIR INCIDENT

Documentation of reasons for SIR in chart:

.ID notes: ~ a-\:.~f'+~ \:D 'b-E'oJc. do~ )~:n, -h> n"f';n.1 s~."n",", wh;le. V~(~)!..I:f f{.r~dk,...:""5

..L;~ ~ ~ ~ ~ ~ ..-') ~ t.. ~ 'ff: ~
" ~ ~ ~ ~ If'-.I '- ~ , ~ -t-> ~ ~ t-.:.c-

.MD notes:" ~ I ~-L ~ ~ ~ ~ ~ ~ AJ~Q..L,", ~ rf ~ ~ ~~ " ~ ,-a,., ~ ,~ -f:. .s..t.c:.J~(G.~

, ~
~ .J.-cL.:..-,",-t~ c'b ~ ~ ~ .

Does documented behavior meet definition for "emergency"? ~yes D no

.If yes, D Danger to Self B'"'Danger to Others D Both

DILO. D convenience of staffIfno, was SIR used tor: D punishment

treatment

SIR was abusive because:

D No/inadequate clinical justification for use.

D Excessive force was used. If so, by whom? Nature of force? Injury?

D Medical or psychiatric contraindications existed. If so, describe

ASSESSMENT -HOSPIT AL POLICY
Is doctor's order in file? [3"" yes D no

D yes ~noDid doctor see patient and assess before initiating order?

c;:r-"yes
Was client monitored throughout SIR? D no

no ?Was monitor same gender.?
If not, why not? .

O yes D

~noDid doctor see patient during SIR ? O yes

Does chart document checks as required by policy?
QlS B"yes O no VS D yes W- no
Range of Motion O yes D no [3'"""N/ A due to limited period of SIR

r.d:"" n owas patient oftered opportunity to use toilet'? D yes



\

[;( nowas patient offered water? D yes

was patient oftered tood? D yes D no @"N/ A due to time of day

B' yes DDid SIR order specify behaviors necessary for release? no

~noD yesWas the reason for being placed in sir clearly communicated to patient?

D yes r.;r' n oWas criteria for discharge clearly communicated to patient?

MEDS

Was patient taking prescribed psychiatric medication in the period preceding the

incident? Q" yes D no

Was a PRN used after the patient was placed in sir? 0"" yes O no
\-\'&\dol 5,",.9 Z:MJ ~~\1~'... 'l.~ .Co8~n ~n I """ gi\/e" OveJ' ohje;cf\."

What was the clinical justification tor both chemical and mechanical restraints?

p\-. KI~~oi .1-e:~c../;"" ~f.f,"c~ "'~(i", r~.s+r6../')~ Afpi:c~+io",

RELEASE

If SeclUSiOn ~ Sed d individual went to sleep, was door unlocked and opened?
D yes no

Ifnot, \ y?

D yesIf restrained;t.s individual released upon falling asleep?

Ifnot~y?

D no

Was individual released within 15 minutes of exhibiting "release behaviors"?

g- yes D no

Who assessed patient tor release'? How documented?
~'-.1 ::):0 ~

How was patient monitored after release?
./ell G.30~



CONSUL T A TIONS AND BEHA VIOR PLANS

Ifpatient was in sir within the month prior to this incident, was a consultation sought?
D yes D no

D BehaviorIf yes, tor which? D Psychopharn1acology

Was treatment plan modified to address identified problem behaviors? D yes D no

Was a behavior plan developed? D yes 0 no

Was patient involved in planning? D yes D no

Were changes/ new plan implemented? D yes D no

What behaviors resulted?

p A TIENT'S COMMENTS

OTHER issues identified:

D appropriateness of medications

O informed consent/treatment over objection

D other



P"""-

B'f;

DRVD

Ward: ~ .AI..Hospital Wsl.f-Client Name:

Time Out: -, ~ ~o P"""
!!!:30AM -Date oflnci

Seclusion I

Type of restraint ~.af- atnb. wt...a:-:t: b~lf::
(on"f roc -tra,..s~t;fro,.. A~~ Av .

I

Weekend? O yes O no l.'/'p\e ;" V'"~~ail'\b
",.a.s 10 "..;"'~ -
y~~ to t>.f t;l.L 1:1".~ i 11

Name and Title of Staff Involved: .Stc..r",5;~~

" 'RtJ , ~N PPrJ"Dr. ".0 S~ ; "1 ~:.D(1"c.I ( .I) .

~,. .~o I R.~
, ..~ .PA

PRIOR TO INCIDENT:
Is there evidence of escalation ofa behavior which resulted in an earlier intervention?

O yes g" no
if yes, did behavior begin the: O previous day O same day O same shift

D 11-7D 3-11Shift: 9 7-3

O same shift
When did intervention begin?
D previous day D same day

Was individual on special precautions? D yes

If yes, which ones O suicide O homicide O arson

[:i{ no

D sexual predator D escape

What interventions were used prior to initiating this sir?

D PRN meds (offered) D PRN meds (torced)
0 verbal redirection D physical separation of individual from source of friction

D voluntary time-out D forced time-out D seclusion
-

l)~~ ~ ~

B'h A- v

-~ ~ ~ a..*- I'..~'S' ~t ~ tro...i:"

~ ~~~~



S/R INCIDENT
Documentation of reasons for S/R in chart:

.ID notes:..~--=-r ~ ul/ ~ -G ~ ~ -c..~-t-"":c...c-t- .
~ .

, ,. ~ ~ A~. t-LA.-I-~.~." =-w ~ ~ .' O I -.-c ~

.MD note~: .~ ~ .1- 1.4 "- 1) ,..;t ;.t- ~ t::I-- " ~ t ,-.. .

-A.t.Q.g.-. ~ 1;- ~ -~ ~ ~

Does documented behavior meet definition for ..emergency"? D yes ~ no

.If yes, D Danger to Self D Danger to Others D Both

DILO~ convenience of staffIfno, was SIR used for: ~ punishment

treatment

.

pt..~~~~-fV"

~~~

SIR was abusive because:

0' No/inadequate clinical justification for use.

D Excessive force was used. If so, by whom? Nature of force? Injury?

D Medical or psychiatric contraindications existed. If so, describe

ASSESSMENT -HOSPIT AL POLICY

Is doctor's order in file? 0 yes O no

~yesDid doctor see patient and assess before initiating order? D no

0" yesWas client monitored throughout SIR? D no

?
DWas monitor same gender.?

If not, why not? .
D yes no

[J"'yes DDid doctor see patient during SIR? no

Does chart document checks as required by policy?
QlS 0" yes D no VS D yes ff no
Range of Motion D yes D no [3""NI A due to limited period of SIR

0" yes D nowas patient offered opportunity to use toilet'?



0 yeswas patient offered water? D no

0' yeswas patient offered food? 0 D N/ A due to time of dayno

0' yes 0Did SIR order specify behaviors necessary for release? no

Was the reason for being placed in sir clearly communicated to patient? D yes @" no

~yesWas criteria for discharge clearly communicated to patient? .no

MEDS

Was patient taking prescribed psychiatric medication in the period preceding the

incident? [3' yes D no

£3"""yes f!gf noWas a PRN used after the patient was placed in sir?

What was the clinical justification tor both chemical and mechanical restraints?

fI/~- I.4r!..- r ~ ~ ,..~ ::1~ I ~ ~ "o.k ~ ~ ~

~~~--l.0:-~~-t-.~t. ~T~... .,

RELEASE

If seclusion ~ed 3p-d individual went to sleep, was door unlocked and opened?

rz-Yes L.}/no
It- not, ;xfiy?

D yesIfrestraine~,,?individual released upon falling asleep?

Ifnot.?y?

D no

Was individual released within JS'minutes of exhibiting "release behaviors"?

[i:f"'yes D no

Who assessed patient for release? How documented?

-~ /\LA.d; PL-- .~ ~ ']:() ~

How was patient monitored after release'? M...t.~



CONSULTATIONS AND BEHA VIOR PLANS
Ifpatient was in sir within the month prior to this incident, was a consultation sought?

D yes D no

If yes, for which? D Psychopharmacology D Behavior

Was treatment plan modified to address identified problem behaviors? D yes D no

Was a behavior plan developed? D yes D no

D yesWas patient involved in planning? D no

Were changes/ new plan implemented? D yes D no

What behaviors resulted?

p A TIENT'S COMMENTS

OTHER issues identified:

D appropriateness of medications

O informed consent/treatment over objection

D other



DRVD

6, 1
r /

pt~~~
t; ~ ~ llU.-.t.ac.

Seclusion/Restraint Usage Review Form ~:~ 1;::

~. 'f~. .j"
~ ~1 ~:,.~

Ward
Client Name:

A~4 ~ ,, ,k. ~ .4-{,Hospital: "'1~1.1-

Time Out: 1'~r1Date of Incident:

( circle one ) Type of restraint -~ -pi: ~1~\.f ~,. \AJai.~+ ~f)\b"Ja-hl':j
.fo... +t8~p.(t .{:,~1"\ A- if 4.. A-ll

Weekend? O yes O no (~ .: ~

~~)

~:) ~Sir;;i;ji) / Both
~ ~r'.'-t

Shift: 0'7-3 D 3-11 O 11-7

Name and Title of Staff Involved: A'\ ""t,,< I"'ese~+d--,.. ,..~ ~~~.r

~aC'~ , ~N , USC\AJ
'Dr. ~O I PPAI ' ~N
.sU i~ r.e.l'~nn.c.1 ('!0) WScw "

PRIOR TO INCIDENT: ~ ~ lsecl."¥i'h,

Is there evidence of escalation of a behavior which resulted in an earlier intervention?

D yes 9" no
if yes, did behavior begin the: D previous day D same day D same shift

What intervention was used before the current sir intervention?
D change in meds D PRN meds ( offered) D PRN meds (forced)

D verbal redirection D physical separation of individual from source of friction

D voluntary time-out D forced time-out D seclusion

D restraint (type )

D same shift

When did intervention begin?
D previous day D same day

Was individual on special precautions? D yes

If yes, which ones D suicide D homicide D arson

Q./no

D sexual predator D escape

What interventions were used prior to initiating this sir?

D PRN meds ( offered) D PRN meds ( torced)
0' verbal redirection D physical separation of individual from source of friction

D voluntary time-out D forced time-out D seclusion



f

S/RINCIDENT

Documentation of reasons for S/R in chart:

.ID notes: "v...f'~ a'J:I..'~J .a1'\'1'~1 ~1\~ t:I.,.J- bf' co,,?r~ ,.' ..w~s 9~:1\, h c.0)~c I" +-J..c O~.C~ '."'I

(1\...($,.n,) of-~..c~ I'DD,... ~OO a/J.c..r 1::>f.
t., d...c.(..,. ~ I ..l-.Ao ~ b ~ ,.e.,.:. ~ ~ u ~ !.i ~ ~ tL.. ./..t... .

.MD notes: A'jt:Jfess:.Jt. , +hl'C'D~e,,:,,~ ~t.~V'I,,'.

~noDoes documented behavior meet definition for "emergency"? D yes

.If yes, D Danger to Self D Danger to Others D Both

DILOD convenience of staff0 If no, was SIR used tor: 8"" punishment

treatment

SIR was abusive because:

O No/inadequate clinical justification for use.

13-"Excessive force was used. Ifso, by whom? Nature offorce? Injury?

~ F* ~ ~ .~ ~ .:-t. A-..t.t.."., ( t..U ~ ...l.ot ~ ~ a- t; A l..

~ ,..., u. -rt ~ ~ ~ ~ c i ~ cl t-. Q..4 .i...L ~ ~ t..
-t;.L.. ~ ~ --t1.-::t- ,.~ .DQJ ...0 :.1;, (...4...1 p;t ~ ~ t-

~. ~ r. ~ ~ ~~.AI I -1-
~ ...,..t:...Q... ...r-.- ~ .v I """"""'..
...l..-,..,.J. t r: ..,L.:- t.L t ~ ~ .-'\.(. ~- ...:-~ -I :2 'f ~

ASSESSMENT -HOSPITAL POLICY ~I'-LC c::\.d..d.'.,t.~ :rM ~ ...

Is doctor's order in file? cg/ yes D no ~ ~ ~ ~ A(, q,. Q. ~ dl.
j-t" ~ ~ .cL.:.t ~ ~ ~ e =t-.:t- .

Did doctor see patient and assess before initiating order? ~es D no

rJViesWas client monitored throughout SIR? 0 no

"7D yesWas monitor same gender.?
Ifnot, \vhy not? .

D no

Did doctor see patient during SIR? @"' yes D no

Does chart document checks as required by policy?

Q 15 [d"" yes O no VS O yes O no

Range of Motion D yes D no D N/ A due to limited period of SIR

~yes Dwas patient offered opportunity to use toilet'? no



6'~

./

DRVD Seclusion/Restraint Usage Review Form

Ward A -1iHospital: Ws 1+ -Client Name:

'ime Out: 2:.30A~OOLII)

Type of restraint 4-,i)~ ~ b J

DWeekend? D yes no

Name and Title of Staff Involved:

, RoN

'?
, .

PRIOR TO INCIDENT:
Is there evidence of escalation of a behavior which resulted in an earlier intervention?

D yes 0" no
if yes, did behavior begin the: D previous day D same day D same shift

What intervention was used before the current sir intervention?
D change in meds D PRN meds ( offered) D PRN meds (forced)
D verbal redirection D physical separation of individual from source of friction

D voluntary time-out D forced time-out D seclusion

D restraint (type e- )

D same shift

When did intervention begin?
O previous day O same day

Was individual on special precautions? [B"" yes

If yes. which ones g" suicide D homicide D arson

D no

D sexual predator D escape

What interventions were used prior to initiating this sIr?

o'PRN meds (offered) 13"PRN meds (forced)
0" verbal redirection D physical separation of individual from source of friction

D voluntary time-out D forced time-out D seclusion



SIR INCIDENT
Documentation of reasons for SIR in chart:

.ID notes: viol-tll 1- l..c.1,.vior. ot'h(D~.".., f~(,.ih.(c. , fh:JS'""(".1 t"~erL.81 ttve6f-.s

MD notes:. a~c-$Si"'1 " i Oil ~ t--hre.I-c.,,;,..j 1oe.L,b."j~r

Does documented behavior meet definition for "emergency"? ca" yes
.If yes, D Danger to Self D Danger to Others D Both

D no

DILOD convenience of staffIf no, was SIR used tor: D punishment

treatment

SIR was abusive because:
D No/inadequate clinical justification for use.

D Excessive force was used. If so, by whom? Nature of force? Injury?

D Medical or psychiatric contraindications existed. If so, describe

ASSESSMENT -HOSPIT AL POLICY
Is doctor's order in file? r;J yes D no

D yesDid doctor see patient and assess before initiating order? ra- no

~yes DWas client monitored throughout SIR? no

?
D yesWas monitor same gender.?

If not, why not? .
D no

@"' yesDid doctor see patient during SIR? D no

Does chart document checks as required by policy?
QlS ~ yes D no VS [a' yes D no

\. , ~ 1~ange of Motion 0 yes D no D NI A due to limited period of SIR

vr~

~yes O nowas patient oftered opportunity to use toilet'?



(

ifyeswas patient offered water? D no

was patient otTered tood? O yes D r:?fN/A due to time ofdayno

@"' yes DDid SIR order specify behaviors necessary for release? no

Was the reason for being placed in sir clearly communicated to patient? D yes r:;r no

g" noD yesWas criteria for discharge clearly communicated to patient?

MEDS

Was patient taking prescribed psychiatric medication in the period preceding the

incident? rir" yes O no

[3' noWas a PRN used after the patient was placed in sir? D yes

What was the clinical justification tor both chemical and mechanical restraints?

RELEASE
~Ifseclusion used individual went to sleep, was door unlocked and opened?

O yes no

If not,-,\vhy?
/

If restrained. was individual released upon falling asleep? D yes 0-- no

If not. why? ~ 1..'. J J~ ~-""'""~ -1-
~ ~-o-- ~ ~ \..'(s l.." * \.-'"'Q.- n...ot ~~

~ '2.:.!0D;.M. -Ir\O ~ ~

Was individual released within 15 minutes of exhibiting "release behaviors"?

D yes [3" no ~ C.",""-1-.J-~i- 3o'dlCA.L-~"""W"GA/'-..J#~A...t ~f"-..:-. 41Jb-
~ r-.. A~-!-,,"---~ ~-~

Who assessed patient for release? How documented?

, Rt.J J::..P ~



CONSUL T A TIONS AND BEHA VIOR PLANS
If patient was in sir within the month prior to this incident, was a consultation sought?
O yes D no

If yes, for which? D Psychopharmacology D Behavior

Was treatment plan modified to address identified problem behaviors? D yes D no

Was a behavior plan developed? D yes D no

Was patient involved in planning? D yes D no

Were changes/ new plan implemented? D yes D no

What behaviors resulted?

PATIENT'S COMMENTS

OTHER issues identified:

D appropriateness of medications
,

D informed consent/treatment over objection

O other





L
~

~. no
was patient oftered water?

~ yes

was patient oftered tood? D yes ;f!![ no ¥,NI A due to time of day

rfr;i.-r"f&~
Did SIR order specify behaviors necessary for release? ~ yes D no

~ 3 o h-'- i'Y'\ ~ ~ i"'Y'- ~~ ~ c.--d. , ~ /(..1) { h k<LJ ~

Was the reason for being placed in sir clearly communicated to patient? D yes D no

/

(

~

"""
Was criteria for discharge clearly communicated to patient? D yes D no
"- i)- tf "{}ll-L a..A-.- ~ l'l/7l..- ~ -~ ~ .L/ I a-u ~ ~ S ~ ~

I ~~F ~ f f- ~~Hv-. J ~ -IIJ J.{..(IU,. ~ ~
MEDS \j -~ ()

Was patient taking prescribed psychiatric medication in the period preceding the
incident? ~ yes D no ,

f) , I, c ..,L .+ J ~ J ~ .,0 ~ ~r I/ It..I-e.J
/ ILd'-I/'L.~r ~J ~ tJ-.:) ~ J U-- VI O.Q.-4 ~ .c.v ~ ,

Was a PRN used after the patient was placed in sir? :if yes ~ no i1""VI( ~ 0.
S'() -?&w s~c;.) M;, ~ I'~ M--E!i ,.Q°r ~' ID ~,P1lof) ~ ~~. vo-fJ.

What was ffie- clinical justification for both chemical ana mechanic~l restraints? ~ .:--.

~~ ~ ~~ '~~ 1;- f((N~.~S rv-Jj ,~~.
.f>i ~ ~ .f f'n ~ ~ ~ fAf-t') -~ ~~ ~
~~ ~ ~~JI -f~ (I4.-<>t f~ [;...c.:--.~) ~ F t--f

RELEASE
If seclusion used and individual went to sleep, was door unlocked and opened?
D yes D no N I A

If not, why?

If restrained. was individual released upon falling asleep?

If not. why? N [ A
D yes 0 no

Was individual released within 15 minutes of exhibiting "release behaviors"?

Jt} yes D no

iGJJDU"1i--U:.
Who assessed patient for release? How documented?

How was patient monitored after release? C,;j ~ (U t:-?-::1 ~ ;£, '\ C-<. <1- ry f t11-

~ >rc; ~ -~ J ~~ vv-- II\.Q;P 1- r ~

/;/ y;uI(tl-d ~~ ~ ~

°JF
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DRVD Seclusion/Restraint Usage Review Form

~ 3j/1/z.o.,o

Client Name:

Date of Incident: .3117! 100

Seclusion / Restraint / Both ( circle one )

Shift: D 7-3 Weekend? D yes D no

Name and Title of Staff Involved:

PRIOR TO INCIDENT:
Is there evidence of escalation of a behavior which resulted in an earlier intervention?
~yes D no
If yes, did behavior begin the: D previous day D same day D same shift

~ ~ ;Y\. ~ ~ {IV- ~ 'iv t.J 8" t.f

What intervention was used before the current sir intervention?
D change in meds D PRN meds (offered) D PRN meds (forced)
D verbal redirection D physical separation of individual from source of friction
D voluntary time-out D forced tiI!1e-out D seclusion
D restraint (type ~ )

When did intervention begin?,
D previous day D same day D same shift

Was individual on special precautions? D yes

If yes, which ones D suicide D homicide D arson
D no

D sexual predator D escape

What interventions were used prior to initiating this sir? ~ -flPi'~)---

D PRN meds (offered) D PRN meds (forced)

D verbal redirection D physical separation of individual from source of friction

D voluntary time-out D forced time-out D seclusion



) Ll(;L.J " ~

S/R INCIDENT

Documentation of reasons for S/R in chart:

.IDnotes: I1J}~'t- ~ ,~ ...Q..~~ ~.
~ rTV ~ ~ r\!;!J-- /\ , 4 -

311'1 I~D6 r*- ~ L--~ f, ~e ~/~~

.MD notes: {)1 r cJ? 1 \.\.l!vJ ~ rN"'-

~ ~ ~ \ I ~f-1-"-~

~
Does documented behavior meet definition for "emergency"? D yes

.If yes, D Danger to Self D Danger to Others D Both
no

.If no, was SIR used for: D punishment .~ convenience of staff D ILO -/7 17

treatment, ~ ~ -~i-\v~ I f/t,.O 7M ~ I~ C.R ~ ~
~ Vr C-.L.£J ~I f' ~ 1ct~ -,i!tJ Ju,L k,tU-->;:J~,~<k/7--.::2L fr h Kl! IJ.&'(~..,1J'

SIR W~buslVe because: IJ () .~ -{I

~ No/inadequate clinical justification for use.

D Medical or psychiatric contraindications existed. If so, describe

ASSESSMENT -HOSPIT AL POLICY
Is doctor's order in file? ~es. D no

~~~ &i1J+~a.-o
Did doctor see p~nt and ass~re initiating order? yes D no

\~es
Was client monitored throughout SIR? D no

p~~~
~I\ "
I'\ n 0,
~.t.v ~~~

rr-ND yesWas monitor same gender.?
If not, why not? . D no

~yesDid doctor see patient during SIR? D no I ¥ 6'""1)

Does chart ~~ument checks as required by policy? , A. J J .-n L n1
Ql5~es D no VS D yes D no I~ --0 u/
Range ofMotion fsl yes D no D N/A due to limited period ofS/R

tlDli) ~~~
J

r))-'Dc£( yes no

\~~

\ \

~\ rfj

was patient offered opportunity to use toilet?

""' , I \ \.Q ~~ -
(;\)\Lo ~ 110~ " r ~,

i\I~~
d-Q1)bl",-e"' \..-sJ ~ 1 yl~ ;'1}j'V(\~~o3Q-O "- ./ 1) ;:;.- '. ~ v~ t>" .o ,1 ,



was patient offered water? D no

I~Owas patient offered food? 'g) yes D no D NIA due to time ofday Ij1>DI 'I)

( 11?
Did SIR order specify behaviors necessary for release? ~ yes D no

j/~/6Y¥"~ ~~u.fft~J~J( ~~ed:~WV~
Was the reason for being placed in sir clearly communicated to patient~)D yes D no

f+ ~~ C\J -

Was criteria for discharge clearly communicated to patient? D yes

MEDS
:v ~s patient tak~ng prescrib{2.lsychiatric me~ica~i~~ in th~/period pr~cedin~the .

mcldent? 'es J'. no- .-'- J .~1L~~,.~ .JJ1 6

, ..~ ! f-., ,:!/~-k.f

Was alRN used after ~he patient was.~laced in ~/r;.-. ~~:~~:~:' : ,: D no ;~ ~,?:f:l.r

5 1 7 ;L ~ "&--0 .p ~ tJ o,t.,i , o !'rl1o 1 -1 /\11 .
What as the clinical justification for both chemicar and mechanical restraint~ I\.A..~

RELEASE

If seclusion used and individual went to sleep, was door unlocked and opened?
D yes D no .

Ifnot, why? N

j

lr+

/:)
If restrained, was individual released upon falling asleep?

If not, why? . D yes

11

O no

tJI

%Was individual released within 15 minutes of exhibiting "release behaviors"?

M yes D no

Who assessed patient for release? How documented?

(How was patient monitored after release?

~;11'



CONSUL T A TIONS AND BEHA VIOR PLANS
If patient was in sir within the month prior to this incident, was a consultation sought?
O yes O no IJ J ,4-

If yes, for which? D Psychopharmacology O Behavior

Was treatment plan modified to address identified problem behaviors? D yes D no

~~.Was a behavior plan developed? D yes D no

Was patient involved in planning? D yes D no
..3 j ;;10

i< (..<1 ~~ ~

~ I ~ f)v- t2ar
Were changes/ new plan implemented? D yes D no

What behaviors resulted?

PATIE.NT~SCOMMENTS I1c /J~W~ /.1 ~ J-E2II-
A-ll ~ .~ -PI ~ ~t!l-U (;IV 7 "-

~~ ~ ~U-<)~ 1~~~
S-e- c.Q.,.:;..,. " (/Y\ -~~-

OTHER issues identified:

O appropriateness of medications

~f\ ~af'dD informed consent/treatment over objection

~.:1 ) ,~ 1 ~ 1 ~;v;:1:-



~

1-/
tJ {Vt 2-

~ 'D

Hospital: WSH Ward: B-2':::)ient Name:

I ~ ~o Time Out:Dzte of Incident: -*0 t D ~ -Time In

Seclusion / ~ircle one )

Shift~3 D 3-11 D 11-7

'1)1, Name and Title of Staff Involved: ,

~

Weekend? D yes D no

o-rh tu~~

-/C../I:J/ QAJ~

I)
PRIOR TO INCIDENT:

I Is there evidence of escalation of a behavior which resulted in an earlier intervention?

of ~ D yes D no
.,) if yes, did behavior be~in the: D previous day D same day D same.sh~~ -()

~ P-L. ~& .-.1?0 6 ~ , l.'I-J" c9J.r iv ~ ~ ~ J ~

What intervention was used before the current sir intervention?
D change in meds D PRN meds (offered) D PRN meds (forced)
D verbal redirection D physical separation of individual from source of friction

D voluntary time-out D forced tiI!le-out D seclusion

D restraint (type

D same shift

When did intervention begin?
D previous day D same day

D no. t1?(J~

D sexual p!Jdator D escape
Was individual on special precautions? J;a:- yes
If yes, which ones D suicide D homicide D arson

What interventions were used prior to initiating this sir? \) ~

D PRN meds (offered) D PRN meds (forced)
D verbal redirection D physical separation of individual from source of trictionD voluntary time-out D forced time-out D seclusion .



SIR IN CID ENT

Documentation of reasons for SIR in char;~~ -, -L~ f ~j

.ID notes: f)I- ~U p!J ~ c.JJ/~ r-h.b~ -~~ ~s~ Ij

~ ~ ~~ "" ..l./?JOlr ~ 17) ~ ~ ~ G' ~fL ~ ~

.MDnotes: ~ ~ ~A.I£ ,~ rLk"MA/rIW{YlLt~d=s
;tItJ- , r: " 1A1--~ IUI...u f v r .2--1 v r 7 Cl!/tv!-'1 :..:tt'.

JrW ~ ~ftV t-~ f')o 'f { ;;v Does documen1e~ior meet definition for "emergency"? tx1 yes O no .

.If yes, D Danger to Self D Danger to Others ~oth

~~i,jl~J.If no, was sIR use~ for. D punishment D convenience of staff D ILO

treatment

S/R was abusive because:
D No/inadequate clinical justification for use.

D Excessive force was used. If so, by whom? Nature of force? Injury?

D Medical or psychiatric contraindications existed. If so, describe

~-rrIO~ J-~u..Q.. ba~ -(9-JQr(J~d. .~

ASSESSMENT -HOSPIT AL 0 pi .~ I\J-;ti .

Is doctor's order in file? ~ yes- ~';)'\.cJL;tD no

Did doctor see patient and assess before initiating order? D yes D no

Was client monitored throughout SIR? tM:' yes 0 no

Was monitor same gender-?
If not. why not? . O yes D ~no

Did doctor see patient during SIR? D yes D no

Does chart document checks as required by policy?
Q 15 ~ yes O no VS O yes ~ no
Range ofMotion ~ yes O no O N/A due to limited period ofS/R

I(,CSlJ

was patient offered opportunity to use toilet? fla-y e s

/~()o

D no

/~OD /(P 00

~C.'I cU.



~ yeswas patient offered water? D /"°l>19 00 Ino

was patient offered food?

fi yesDid SIR order specify behaviors necessary for release? D no

D yesWas the reason for being placed in sir clearly communicated to patient?

M~

Was criteria for discharge clearly communicated to patient?
5iI yes D no

MEDS

Was patient taking prescribvsychiatric medication in pre~eding the

incident? D yes j)j(j. no F ~ ' '"1f:1 -

Was a PRN used after the patient was placed in sir? .I&( yes D no -

/£It1 V 1;/\- Q.. J--yf /)vJ / .3 do ~ Ij dS-
What was the clinical justification for both chemical and mechanical restraints?

~ r t

RELEASE
If seclusion used and individual went to sleep, was door unlocked and opened?
D yes D no fJ Ir+- .

If not, why?

D yesIf restrained, was individual released upon falling asleep?

Ifnot, why? tJ l(t
D no

Was individual released within 15 minutes of exhibiting "release behaviors"?

Jt yes O no

!lA.tz-Who assessed patient for release? How documented?
1/)

J~~How was patient monitored after release?
jl.e~~-J

~
~jA /1~



CONSUL T A TIONS AND BEHA VIOR PLANS
If patient was in sIr within the month prior to this incident, was a consultation sought?
D yes D no

If yes, for which? D Psychopharmacology O Behavior

D yesWas treatment plan modified to address identified problem behaviors? D no

O yesWas a behavior plan developed? D no

Was patient involved in planning? O yes D no

Were changes/ new plan implemented? D yes O no

What behaviors resulted?

PATIENT'S COMMENTS

OTHER issues identified:

D appropriateness of me<;lications

O informed consent/treatment over objection

~

3/t7%0t 12/0

'fA~~ yYI.~~

, DL ~ +v Itb.,.:;:J.., ~ ~~p ; ..I"

--~- ! ~ tr r 'c... ~ /U.t:-? /"'-

f ,/-, -~ A.J-? ~ :...t z1/~



'77

DRVD

Client Name: Hospital: -:WSH- Ward: ~

Date of Incident: 3 Tim(

Seclusion / Restraint circle one )

3-11 D 11-7

~ In: I~ 4s Time Out:

D no

i).,

Name and Title of Staff Involved:

~

Weekend? D yes

rLtJ

(lIJ

PRIOR TO INCIDENT:
Is there evidence of escalation of a behavior which resulted in an earlier intervention?
D yes D no
if yes, did behavior begin the: D previous day D same day D same shift

What intervention was used before the current sir intervention?
O change in meds O PRN meds (offered) O PRN meds (forced)
O verbal redirection O physical separation of individual from source of friction
O voluntary time-out O forced time-out O seclusion
O restraint (type ~- )

When did intervention begin?
D previous day D same day D same shift

Was individual on special precautions? D yes

If yes, which ones D suicide D homicide D arson
D no

D sexual predator D escape

us~rior to initiating this sir?

~PRN meds (forced) I m 4,1 ~ vr-
D physical separation of individual from source of friction

D forced time-out D seclusion

What .

~ PRN meds
9 verbal ~

!S'l voluntary time-out



1 ~~fj:/Ja:~,
S/R INCIDENT ~ D1J~ -r I ~ .?

Documentation of reasons for S/R in chart: ~ ' b. trJM" ~ t o ~

.ID n~tes: ,p1-lIl ~0,~
~~ J MA-11> v~ ; ~ 1e'-'1a-.:::= ..-~a() .A h Ail ~J1

fl.t -~ -."1 ;;;.i;-~!J I M I\-<-(...Llo I 1tI<--~ .t1 --I Li..:-~ 1'-'-

<11> f»/4, CfllI ~ I ~ ." 4r1- ~ .-h 4 Jf ~

.MD ~8tes: I'~U i~ -1'~~ p 6 ~~Vt::...L. -~ ,.. ~-P/J.LL~'?--'
~ ~r:~ ~ ~ .51'f1 r ~ I M , BJ .I t' ~~

Does d~ted b~havior meet definition for "emergency"? J&f yes D no ~ ~~
.If yes, D Danger to Self ~ Danger to Others D Both ~ c:RJ.J.r

'w
r

DILOO convenience of staffIf no, was SIR used for: D punishment
treatment

.

{fjIIr~

M1-;;;;.Jj

SIR was

clinical justification for use.

D Excessive force was used. If so, by whom? Nature of force? Injury?

~J24~;--y..L-~~~

D Medical or psychia~ndications existed. If so, describe

!i1-,-,4"..."..J}

~'fY"j
~

f5' fV'-1 F

~;1~

fP ~ ~ fl.l?A {t"-;.;/.
ASSESSMENT -HOSPIT AL POLICY
Is doctor's order in file? <15( yes. D no

Did doctor see patient and assess before initiating order? D no

D no

D yesWas monitor same gender,?
If not, why not? .

D no

~ noDid doctor see patient during SIR? D yes

Does chart doC).iment checks as required by policy?
QlS [ZI yes D no VS D yes D no
Range of Motion ~ yes D no D N/ A due to limited period of SIR

,-;4'( 154.:;
IlfJf'S / bf{) .

was patient offered opportunity to use toilet? ~ yes D no
lclLf)

~. ) 3 tf.,-
J



[fi('yeswas patient offered water? O no

Ib3tJ

0 no

/J{)O /ISjD
(

was patient offered food? D yes
/6.rt.)-

~N/ A due to time of day

~yes
Did SIR order specify behaviors necessary for release? D no

Was the reason for being placed in sir clearly communicated to patient? D yes

Was criteria for discharge clearly communicated to patient?

Mi- It\..1) 41) ~ ;.tf 71

~~ cJ- { (..,:s-~J
MEDS

Was patient takil}g prescribed psychiatric-medica}ionAi~ the period preceding the

incident? ~ yes D no r ~ (';1 ~

D yes Jif no

Was a PRN used after the patient was placed in sir? W yes D no

J3£jS 1lf-L/) )(P1) a.i1y~ po Y'1../
What wa~ the clinical justification for both chemicAl and mechanical restraints?

~rtr""

RELEASE
If seclusion used and individual went to sleep, was door unlocked and opened?
D yes D no 'rJ l rt- .

If not, why?

If restrained, was individual released upon falling asleep?If not, why? N (I+ . D yes D no

Was individual r7leased within 15 minutes ~f~exhibiting "release beha\iors"? cJ-i;f.. ~~~~
O yes ~ no II P'I- ~ C--<t2 V"-o I '/~ ~ ) ,-

Who assessed patient for release? How documented?

How was patient monitored after release?

~7r ~--1 ~

~~ '-



CONSUL T A TIONS AND BEHA VIOR PLANS
If patient was in sir within the month prior to this incident, was a consultation sought?

D yes ~ no

If yes, for which? D Psychopharmacology D Behavior

~ yes
Was treatment plan modified to addres~ identified problem behaviors?

~ ~~I/

D no

Was a behavior plan developed? D yes D no

Was patient involved in planning? D yes D no

Were changes/ new plan implemented? D yes D no

-r .~

y~ frf2-

~~/~

f:;d 3!.;;LJ (
2 o-Ob

I ~ .L.-." ,

What behaviors resulted?

p A TIENT'S COMMENTS

OTHER issues identified:

D appropriateness of medications
,

O informed consent/treatment over objection

D other



@
~

DRVD Seclusion/Restraint Usage Review Form

dl -Client Name:

Date of Incident: ...3, / ;;J ~ I tJ {) Time In:

Seclusion / B / Bo~ ( circle one)

/1'i~M Tim~ OUt: y"t1t' )~ : o() I-A1

,

)8( no

Type of restraint

D 3-11 D 11-7 Weekend? D yes

Name and Title of Staff Involved:

1,4 .(.Ad)

I. ,4 f ,#-R.~

PRIOR TO INCIDENT:
Is there evidence of escalation of a behavior which resulted in an earlier intervention?

~yes D no
if yes, did behavior begin the: ~revious day D same day D same shift

What intervention was used before the current sir intervention?
D change in meds WRN meds ( offered) D PRN meds (forced)
~ verbal redirection D physical separation of individual from source of friction
D voluntary time-out D forced time-out D seclusion

l;1I-restraint (type ~ ?"* .~~.J: k -k,l

~en did intervention begin?
1"\ previous day D same day D same shift

Was individual on special precautions? D yes
If yes, which ones D suicide D homicide D arson D escape

~ no

6 )exual predator

were used prior to initiating this sIr?
meds (offered) D PRN meds (forced)

verbal redirection D physical separation of individual from source of friction
time-out D forced tirne-out D seclusion



SIR INCIDENT
Documentation of reasons for SIR in chart:

.ID notes: L //// / /

l!~~~/~~~-~-UPt[ ~I(,

.M-a~ p U ~ ~ ~ i'P-7J ~, V- ""?'Y

Does documented behavior meet defmition for "emergency"? O yes k1 no
.If yes, D Danger to Self C Danger to Others D Both i\.

D convenience of staff DILOIf no, was SIR used for: ~ punishment
treatment

.

SIR was abusive because: .J- ad ;1;::-
)i( No/inadequate clinical justification for use. {!I, ~ aL14 , lI"' J ", rtriA

~ ~ L/\lJkd- ~ c1 ~ -y-.~ ,J I I I

D Excessive force was used. If so, by whom? Nature of force? InjU;ry? <k)~

~h J-~~~.o

~ of-~~ ..dJ,

D Medical or psychiatric contraindications existed. If so, describe eo

~ yes D no

ASSESSMENT- HOSPITALJOLICY
Is doctor's order in file? f\ yes D no

Did doctor see patient and assess before initiating order?

~yesWas client monitored throughout SIR? D no

Was monitor same gender?

If not, why not?

D yes
~no

;I( yesDid doctor see patient during SIR? D no

Does chart document checks as required by policy? ~
Ql5~yes D no. VS ~yes D no
Range of Motion ~yes D no D N/A due to limited period ofS/R

Kyes
was patient offered opportunity to use toilet? D no



~yes

was patient offered water? .x yes D no

was patient offered food? ~ yes D no

Did SIR order specify behaviors necessary for release? D no

jl( yes D no

Was criteria for discharge clearly communicated to patient?
D no

MEns

Was patient takin~ prescrib~sychiatric medication in the period preceding the

incident? yes ~ no

RELEASE
If seclusion used and individual went to sleep, was door unlocked and opened?
D yes D no

If not, why?

If restrained, was individual released upon falling asleep?

If not, why?
D no

Was individual released within ~ O minutes of exhibiting "release behaviors"?

D yes D no

..4./

Wh~:e,SS~ pa~ f~";e~OCJt~ df/

How was patient monitored after release?



CONSUL TA TIONS AND BEHA VIOR PLANS
If patient was in sIr within the month prior to this incident, was a consultation sought?D yes D no .

If yes, for which? D Psychophannacology D Behavior

Was treatment plan modified to address identified problem behaviors? D yes D no

Was a behavior plan developed? D yes D no

D yesWas patient involved in planning? D no

Were changes/ new plan implemented? D- yes D no

What behaviors resulted?

PATIENT'S COMMENTS

OTHER issues identified:

D appropriateness of medications

O infonned consent/treatment over objection

D other



APPENDIX C: SPREADSHEET SHOWING WSH'S MONTHL y USE OF SECLUSION

AND RESTRAINT

34
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DOCUMENTS

AND POLICY

35



Pennsylvania's Seclusion and Restraint Reduction Initiative

Ovf:rvi~w

.In lQQ7, the Pe:nn.syI\'1.nta Department of Public Welfarc's Office of Mental Heath and Substancto Abuse Service5

(OMHSAS) announced that its nine state mental hospitals would actively pursue the immediate reduCtion -and ulliIn.ate
elimination- of seclusio13. and restraint methods.

.HistorlcaUy, seclusion and restraint techniques have bem a part of inpatient psychiatric cart since the Middle Ages and
art ingrained in t1\e cnlture. of mental health facilities. Although us~d to control potentially harmful patIent behavtot,

these techniQ.ues have long been assoctated With a h~b risk of serious patient injury and death-

.Stressing that seclusion and restraint techniques re&ct treatment fa1lure, Pennsylvania first traC;ked the use of tht;Se
methods tlu-6ugh°"t ttlc state menta.l hospItal system. WIth data I.n band, a Wtlr~11,1ul' composcd of pt'Actidng ho~i~l
clinicians devtloped a new pol1cy that limited seclusion and restraint use to exnergency situations only.

.The policy established clear goals, strategies and moDitoring systems to J'educe the use 0£ these dangerous and restrictive
mcMUrC5, ]!5.ential to the lnitiativc'a succcss wcrc eomputeriz-.d d&ta conecticn and anQlyr.i" n1'g~n1utional d1ange
strategies, medication.s that target aggtessive behavior, staff crisis pre'Vention and intet"fention ~g programs, risk
assessment and treatment plannlng wtll~J p.Li~llt Je.bl1Gfing methods, re.co'Very-bNcd trCGtment models, and la.dequate
numbers of trained staff.

.Tod~y, Pennsylfania has a seclusion and restraint policy that exceed. all national standards. The policy has enhanced
phYGici4n involvement And Qccountability, ~~d PQti~t1f ~fp.ty, And limited use or seclusion and restraint 8.1 a last
resort to sitUations involving imlnintnt serious harln. The policy includes the Co1lowiJlg requirements:

-A physician must order ieclusion or restraint,
~ Ordtts are limitt;d to one hour and require direct physici~ contact with the. client 'Within 30 minutes.

.Parient9 being restrained cannot be It.ft alone,
~ Chemical 1'Utrain~ are prohibitPrt.

.Pa1ients and staff must be debriefed after eve.ry incident, and treatment plans xnusr. be teviaed.
-Data reCArding use or 5ccl~sion I\nd rcGtraillot ,," made available to consumer Rnd f:tmily or-ganizations and

government officia1s.

.Staff members are encouraged to pay close attention to the factors th~t cause or escalate aggressive and self-injurlous
b~or. They enCO\lrAgt {I~tip;nr.1; tn creatively resolve or avoid these £actors and to develop alltI11ative coping

strategies. These ~trategies reinforce patient dignity and 5elf-conr.rol and foster rt;covery and successful community

rc:intcgfAtion.

.Pennsylvania's seclusion and restraint reduction inil.iativc relies solely on msting staff and resources -without increased
cost to taxpayers.

Offic~ of Mental Healtl'l and Substance Abuse Services The Pennsylvania Department or Public Welfa.re
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CE?ARTMENT OF PUBLIC WB.FARE

P.O. BOX 2675
HARRISBURG. PENNSYLVAJ'JIA 17105-2675

OFFICE OF MENTAL HEAL TH .

SUBSTANCE ABUS~ SERVICES

Dear Colleague;

.
Thank you for your interest in PennsYlvania's State Mental

Hospital seclusion and Restraint Reduction. Initiative. The
inform.ation you re.quested is enclosed. .

, ...

, If you have que'stions about any of the attached docUments,

please call Bonnie ,Hardenstine, 'Office of Mental HeaJth and
Substance.Abuse Services {OMHSAS)1 gureau. of Hospital
Op~rations {BHO), at 717 ~705~8159 or at E-Mail address, .
BHardenstin~@dpw.state.pa.us. ,

.Sincerety,
l' ,/.:t::::? <. ~

\-LZ=:>~
Bonnie Hardenstine
CQI Coordinator
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days. This average had dropped to about 40 hours by 1994, but fell "to 18 %
hours per 1000 patient days in 1998-. Restr-aint jfiQdence-averaged-4per
1000 patient days in 1994, but fell to 2.9 incidents in 1998.

WhBt othei factors cori!rWe- to-afld- PeFmit- dedif're-in- s:e.dusion- and- ~nt
.? .

use. .,

1. Greatfy- improvef1-aA!i-psyGt1otfe ~ incklofrlg the new

.atypical anti-ps~otics that specifically address aggressiv6/violent

behavior. 2. .Improved staff-tO- pa!ieRt-fa!iO&-pemlil-safeF; less- punitive- p.atient ..

management 3. Staff are exteRs~:ely trained in ~atiGn-teel1lliqUes

whid1.~ert phYSical confrontation. :

4. .Increased hotJi's.of .aetive-1teatIiIefII; .a focus on ~ent-mall"

techniques.that give patients more choice, more acIiviIy and.more-

sInIduIe. .5. Standard"lZed ~risk- assessmem pIGcedures ~Tttate .the

.identification of pot~aJ behavioral risks, and target them. through the

IreaUnent plar.p.iRg.pro£eS& b..."'f::.~ tA~y predpitate crisi&-sitllaDons.

6. Greater attention to providing an environment which promotes dignity ,

comfoIt, p~ ' ~ patiem-~P in the i!eaIment
process. :.

7. Abolition of afb!IfS'Y- wBrd-!'Ules- de\teIGped f'E:Jr ~ rs conv9F1ience, not
patient .safer.' .~.J. ...

8. Developrnent ef: sysIematis, risk-basee,. objeetive methods ..of ..

determining patient freedom of movement and other privilegeS, which

reduce the likeliRoDd sf. ~ng and the

confrontations that such decisions ~pitate.9. Sy&Iematic aUeIIIiGn-te-iGentifyi"9-l1&-speeilic precipitaF1ts-and .

.: contexts of 8S;saultive and'self-injurious behavior, and avoiding or

resolving those:.siillaUGRS-befCl'&tlleY- reSt;JIt-in violence.

10. System wide, multi-level jnvolvernent of management staff in.developing, ~ing-pGIicy.6fId practice has-PFDInOted .

.healthy competition to succeed in re.ducing sedusion and restraint use~

.Frequent stat~...1se meetj:".gs of SUpeFiRIendents, Clinical Diredors,

Diredors of Nursing, Quarrty Improvement Directors, Patient

Advocates, ChiefPharmaeists,to-address-issues like seelusion and

restraint practice, has aeated a sense of ownership of this goal in

every facility ...
11.Decfine in ~'$e has :,~forstaff. COJfIterinhJitively, seclusion and

restraint decline has reduced staff injuries in frequency and severityi by
eliminating most-need- fe!'f)hysiGaI-~wittr patieFlts;- Staff ~

feel safer and more confident of their abilities to manage SMI patients
effectively i y,jU1et;JI. haYiRg- to U8e-J!AysiGaI-oontrol measures .
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SCOPE: State Mental Hosp~s

To provide a standardized guideline" consistent with current
best practice standards for the Secfusion, restraint, and
exclusion in the state mental hospital system.

PURPOSE:

POUCY: Until the Pennsylvania Code, Title 55, Charter 13, is revised
to refled best practice in psyChiatric treatment, State Mental
Hospitals shall adopt and implement the attached
procedures and pradices relating to the use of seclusion,
restraint and exclusion, ~ revise internal policy; procedure
and staff training accordingly ..

BACKGROUND: PA Code, TrUe 55, Chapter 13, regulations provide minimum
guidelines for the use of seclusion, restraint and exclusion in
state mental hospitals and in other non-psychiatric state
institutions. These standards no longer reflect best practice
in psychiatric care, nor are they as stringent as those
required by the Joint Commission on Accreditation of Health
Care Organizations (JCAHO). More importantly, the
regulations are not consistent with the visions, goals, and
objectives of the Office of Mental Health and Substance
Abuse Services. Conversely, the attached standards
communicate the office's belief that seclusion and restraint
are neither treatment nor an acceptable substitute for
treatment. In the past decade use of these techniques in
Pennsylvania's State Mental Hospitals has declined
substantially. Hospitals have developed strict controls and
oversight of this usage, and ongoing system wide monitoring
has been instituted. The attad1ed policies and procedures
will not only standardize practice across the system, but will
permit OMHSAS to take another step toward the goal of
eliminating. the use of these techniques in the foreseeablefuture. .

Deputy Secretary for Menta! Health and
Substance Abuse Services



USE OF RESTRAmTS, SECLUSION, AND EXCLUSION
IN STATE MENTAL HOSPITALS

ll. PHILOSOPHY OF CARE-~---

The use ofrestraints, seclusion, and exclusion in.a veatment setting must be directed by
the values of the organization providing treatment; In order to affirm why and how
restraintlseclusionlexclusion procedures are used, it is necessary to. establish
organizational values that guide and direct all administrative oversight and team
involvement in providing treatment, while majntainjng the safety of each individual

patient.

Each facility/treatment setting under the scope of .this document establishes and adheres
to the following value statements:

Restraint/seClusion/exclusion procedures must be used as an intervention of last resort
following a series of efforts by staff to promote less restrictive problem-solving by
~e patient and used only in emergency situations to prevent patients/residents from
seriously harming themselves or others;

. Use of a restraint/seclusion/exclusion procedure is viewed as an exceptional or
extreme practice for any patient;

Once a restraint/seclusion/exclusion procedure is initiated, it shall be as limited in
time as possible. Staff and the patient need to work together to lessen the incidence
and duration of these procedures;

. All clinical staff with a role in implementation of restraintlseclusioD/exclusion
procedures will b.e trained in their proper and safe usage;

Leaders of the hospital, leaders of clinical departments, and leaders of wards/units are
held. accountable at all times for the initiation, usage, and term1n~tion of
restraint/seclusion/exclusion procedures. This accountability is demonstrated as a
component of the hospital's Performance Improvement efforts and staff competency
evaluations;

The patient and family, as appropriate, are recognized members of the treatment
team- .

,

The Client Representative or Patient Advocate is recognized as a spokesperson for the
patient and shall be involved in care and treatment, if the patient so desires (within the
paramet.ers of current law/regulation);

.
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The treatment plan shall address specific interventions to be used to avoid
restraint/seclusion/exclusion procedures and shall address patient strengths and
cultura1 competencies;

All decisions to initiate restraint/seclusion/exclusion procedures shall be based on
assessment of the patient and the rationale to proceed;

.

.
Patient involvement in a post-procedure debriefmg and discussion is essential to
determine how future situations may be de-escalated by employing alternative
problem-solving measures, and how restraint/seclusion/exclusion procedures can beavoided; .

Patient dignity shall be maintained to the extent possible during these procedures;.

Restraint/seclusion/exclusion procedures shall not be initiated or rnaint~ined as a
substitute for treatme~ as punishment, or for the convenience of staff;

Res.traint and seclusion are safety interventions, not therapeutic techniques, but as.

In administering restraints and seclusio~ as well as in attempting to prevent its use
and the necessity for subsequent/recurrent use, staff shall recognize and use the
strengths of the patient, and remain sensitive to issues of cultural competence; and

.

. The commitment status of the patient requiring seclusion/restraint/exclusion shall bereviewed prior to initiating any of these procedures. ' ,

1. Patients who are involuntarily committed may be placed in seclusion,
r~ or exclusion if indicated, but only when less restrictive measures
and techniques have proven ineffective.

2. Ifa patient in voluntary treatment (Legal Section 201) requires seclusion,
restraint or exclusion, it is possible to utilize such measures if this has
been agreed upon in the initial evaluation signed by the patient as part of
the voluntary commitment procedure. However, if the patient retracts or
denies this agreement concerning possible restrictions and restraints, and
refuses their use, an involuntary commitment must be obtained as soon as
possible under the criteria, standards, and procedures of Legal Section 302
or 304C if seclusion, restraint or exclusion are ordered.

3. Residents of the' State Restoration Center are not subject to the provision
of seclusion, resttBints or exclusion. Should a resident require the use of
one of these modalities for psychiatric reasons, -commitment to a
psychiatric treatment facility shall be initiated.

The specific methods and ways !0 .implement and monitor these values are detailed in thefollowing sections. -.

2

with all mental health interventions, shall be implemented in a caieful and therapeutic

manner;



SECLUSION

D EFINITI O N : A brief, time limited adjunct modality involving the placement of a patient
into a safe, well ventilated, furniture-free, visually observable locked room
for the purpose of assisting the individual to regain emotional and physical
control over ~er dangerous, destructive behaviors.

NOTE:
.

Seclusion is !!.9.! a modality utilized in the State Restoration

Center .

INDICA nONS: Prior to the use of seclusio~ the following criteria must be met:

All less restrictive optionsfmterventions, including changes in
pharmacological interventions, have been considered and
attempted and have failed to diminish the patient's immediate
danger to self and/or others, Documentation of all such efforts
shall be entered into the patient's medical record, in addition to
rationale and justification of the need for seclusion;

a.

b. Unless clinically contraindicated, prior to the use of seclusion the
patient shall be given a choice of treatment options that may assist
with limiting the environmental stimuli and their consequent
effects on the patient's emotional status. The reason/justification
for seclusion shall be communicated clearly to the patient.
Treatment expectations and the outcomes which should occur
within brief, time limited intervals shall be carefu11y explained; and

Seclusion is an adjunct to treatment with defined clinical
parameters of expected care an~ therefore, shall ~ be used in a
punitive or otherwise non-therapeutic manner .

c.

CONTRAINDICA nONS: Seclusion shall .DQt be used for patients who exhibit suicidal or
self-injurious behaviors or who have any known medical condition
which precludes the safe application of this modality (such
situations shall be determined by the attending/on-ca11 physician on
a case-by-case basis).

TREATMENT EXPECTAnONS:

For seclusion to be an efficacious adjunct to treatment, the

following procedures sball be in place:

Each patient shall be made aware of the specific behaviorS
that necessitated the use of .seclusion and those behaviors
and mental status components which will terminate

seclusion;

a.

3



b. Individual
interventi ODS

seclusion;

treatment plans
established to

shall have goals and
eliminate the need for

c. Seclusion shall be used QniY with a physician's order. In
emergency situations, a registered nurse may initiate the
use of seclusion for the protection of the pcitient and/or
others. The physician on duty/on-ca11 shall be contacted
immediately, and a verbal order may be obtained. The
physician's order shall not exceed one (1) hour. Orders
shall specify "Up to" one (1) hour, rather than a
predetermined amount of time. The physician involved
shall see the patient within thirty (30) minutes of the
initiation of seclusion (barring extenuating circumstances),
and then shall write/countersign the order for the .seclusion
and document his/her .assessment of the patient in the
medical record. Specific behavioral criteria written by the
physician sba11 specify when the seclusion may be
discontinued, to insure minimum usage. When a
physician's order has expired, .the patient must be seen by a
physician and his/her assessment of the patient documented
before seclusion can be reordered;

d. Patients in seclusion shall be monitored/checked at routine
intervals not to exceed fifteen (15) minutes. Monitoring
may occur at more frequent intervals, depending upon an
individual patient's presenting behavior,

Patients are to be removed immediately from the seclusion
room once the danger to self or others is no longer

imminent;

.e.

f During the seclusion process, each patient's dignity and
need for physical care shall be carefully monitored and
addressed. Each patient's safety is of paramount concern
and, as such; potentially dangerous clothing and objects
shall be removed from the patient and the seclusion area.
This, however, does not prohibit the use of appropriate
non-dangerous attire or .such things as may be
therapeutically indicated (Le., soft inanimate objects,
magazines, etc. );

Patient physical needS shall be met promptly. Opportunity.
for personal cafe, including .fluids, bathroom use, exercise,

meals and hygiene, shall be proVided and documented
throughout each seclusion incident; and

8-
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h. When the patient is released from seclusion a mental health
professional who is a. member of the treatment team shall
meet with the patient for th.e purpose of

1 Assisting the patient to develop an understanding of
the precipitants which may have evoked the
behaviors neceSsitating the use of seclusion;

Assisting the patient to develop appropriate coping
mechanisms or alternate behaviors that could be
effectively utilized should similar

situations/emotions/thoughts present themselves

again;

2.

3. Developing and documenting a specific plan of
interventions for inclusion in the Comprehensive
Individualized Treatment Plan, with the intent to
avert future need for seclusion.

I. The team member shall document the patient interview
process in the patient7s medical record.

CONTINUOUS PERFORMANCE IMPROVEME~..'.r MOr,ITORING:

The leadersbip staff of each state mental hospital shall maintain a
performance improvement program designed to continuously
review, monitor, and analyze the use of seclusion and issues
related to this process. Ongoing efforts to reduce utilization of
seclusion shall be employed.

a.

b. The fucility Chief Executive Officer of each state mental hospital
is responsible for assuring that ongoing doc:umentation and
monitoring of patients placed in seclusion is maintained.
Monitoring shall consist of reviewing the necessity for use or
conrinuation of. seclusion based upon documentDion of
unsuccessful, less restrictive alternatives:. and appropriate rationale
and justification. Patient "debriefing" , health teaching, clinical
response to seclusion, treatment plan revisions, .and incidents
where the physician involved does not see the patient within thirty
(30) minutes of the initiation of seclusion shall also be monitored.

,5



STAFF TRAJNING:

Ail staff training regarding the use of seclusion as an adjUnct to treatment
shall embody the philosophy that seclusion results only after all less
restrictive interventions have been appropriately considered!11l1plemented
and the patient continues to present a clear and present danger to self
and/or others.

Training of staff shall focus upon identifying the earliest
precipitant of aggression for patients with a known, suspected, or
present history of aggressiveness, and on developing treatment
strategies to prevent exacerbation or escalation of these behaviors.
Patient involvement in the identification of precipitants is

paramount.

a.

b. Training sha11 encompass the primary impo~ce of patient safety,
at all times, during the seclusion proCess. This sha11 include the
time preceding the placement of a patient into seclusion as well as
the time spent in the seclusion area.

Training shall be provided to all treatment staff during
employment orientation and on an ~nnll~l basis.

c.

d. Training shall also include the nature and identification of the
possible negative psychological effects seclusion may have upon
some individuals, and offer positive therapeutic strategies to
combat such effects.

6





cINDICA nONS: R~ for any reason, may only be used when less restrictive treatment
optionsfmterventions, including changes in pharmacological interventions,
have been formulated, attempted, and are documented to have failed. A11
members of the treatment planning team shall be involved in preventing
and reducing the need for restraints by treating the patient and resolving
the -problem wbicl1 necessitates restraint.

.
Prior to the use of restraint for aggressive behavior which presents
an immediate danger to self and/ or others, the patient (unless
clinically contraindicated) wi1l be given a choice of treatment
options to enable him/her to regain self -control over the injurious
behavior. The reason for restraint shall be communicated clearly
to the patient. Behavioral expectations shall be clearly ~xplained
as conditions for release from restraint. Restraint shall ~ be
used as substitute for treatment or in a punitive or otherwise non-

thera~tic ~anner .

a.

Prior to the use of restraint for medical reasons, the cause for
which the restraint is being considered shall be thoroughly
assessed and documented by the physician and treatment team.
Restraints sbal1 only be used for a strictly defined period of time
and for a clearly defined purpose. Alternative interventions shall
be added to the treatment plan and implemented to reduce the need
for medical r~straint. Restraint alternatives include (but are not
limited to): physical therapy, ambulatory assistive devices, alarms,
reclining chairs without trays, positioning devices, non-slip
cushions, safety belts (which are removable by the patient),
non-slip shoes, etc.

b.

TREA TMENT EXPECI' A nONS:

Individual treatment plans shall have goals and interventions
written to eliminate the need for restraints. In instances of
aggressiveness, plans shall also include behavIoral indicators of
impending behavior and positive, constructive crisis int~entions;

a.

b. ~ shall include wrist and ankle ~ mitts, vests,
body net, pelvic supports, gerichairs with traYS' ambulatory
restraints (preventive aggression devices), helmets, waist and
pelvic restIaints, and muffs. Only approved devices may be used
according .to mam1f~ctuier's instructions and for the purpose

intended;

~ are prescription devices and. shall be used .Qg1y with a
physician's order. In emergency situations, a registered nurse may
initiate the use ofrestraints for the protection of the patient and/or
others. The physician on duty/on-call shall be contacted

c.
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immediately and a verbal order may be obtained. The physician's
order shall not exceed one (I) hour. Orders shall specify "up to.,.
one (I) hour, rather than a pre-determined amount of time. The
physician involved sha11 see the patient within thirty (30)' minutes
of the initiation of the restraints (barring extenuating
circumstances), and then shall write/countersign the order for the
restraints and document his/h.er assessment of the patient in the
medical record. Specific behavioral criteria written by the
physician shall specify when the restraints may be discontinued. to
insure minimum usage. When a physician's order has expired, the
patient must be seen by a physician and his/her assessment of the
patient documentec,i before restraints can be reordered;

Parients in rest:i'aints shall be placed on constant 1:1 observation (at
arm's length), and this action is to be documented by attending

staff:,

d.

Physical needs sbail be met promptly. Opportunity for personal
care, including fluids, bathroom use, exercise, meals and hygiene,
shall be provided and documented throughout each restraint
incident.

e.

When the patient is released from restraints used to control
aggressive or se1f-injurious behaviors, a mental health professional
member of the treatment team shall meet with the patient for the
purpose of.

f.

Assisting the patient .to. develop an ' understanding of the

precipitants which may. have evoked the behaviors
necessitating the use of restraint;

1

Assisting the patient to develop appropriate coping
mechanisms or alternate behaviors that could be effectively
utilized should similar situations/emotions/thoughts present
themselves again;

2.

Developing and documenting a specific plan of interventions
for inclusion in the Comprehensive Individualized Treatment
Plan, with the intent to avert future need for restraint.

3,

The teain member shall document the patient interview process
in the patieJ1t's medical record.

4.

C)



CONTINUOUS PERFORMANCE ~ROVEMENT MONITORING:

The leadership staff of each state mental hospital shall maintain a
performance improvement program designed to continuously review,
-monitor, and analyze the use of restraint. Ongoing efforts to reduce
uti11~~rion of restraint shall be emI?loyed.

a.

The facility Chief Executive Officer of each state mental hospital is
responsible for assuring that ongoing documentation and monitoring of
patients placed in restraints is maintained. Monitoring shall consist of
reviewing the necessity for use or continuation of restraint based upon
documentation of unsuccessful, less restrictive alternatives, and
appropriate rationale and justification. Appropriate patient
"debriefing, " health teaching, clinical response to restraint, subsequent

revised plan of care, and incidents where the physician involved does
not see the patient within thirty (30) minutes of the initiation of
restraints shall also be monitored.

b.

STAFF TRAININ G :

All staff training regarding the use of restraint as an adjunct to treatment,
shall embody the philosophy that restraint results only after all less

restrictive interventions have been appropriately consideredflID.plemented
and the patient continues to present a clear and present danger to self

and/or others.

Training of staff shall focus upon identifying the earliest precipitant of
aggression for patients with a known, suspected, or present history of
aggressivenes~ and on developing treatment strategies to prevent
exacerbation or escalation of these behaviors. Patient involvement in
the identification of precipitants is paramount.

a.

b. Training shall encompass the primary importance ofpatient safety, at
all times, during the restraint process. This shall include the time
preceding the placement of a patient into restraint as well as the time
spent in the restraint.

Training shall be provided to all treatment staff during employment
orientation and on an wnlJ8l basis.

c.

Training shall also include the nature and identification of the posSlole
negative psychological effects restraint may have upon some
indivi~s, and offer positive therapeutic strategies to combat sucheffects. --

do
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BEHA VIORAL RESTRICnONS

Behavioral restrictions are therapeutic interventions which involve either
temporary and time limited removal of a patient's usual privileges and/or
restrictions on participation in specifjc activities. Behavioral restrictions
are enacted by the treatment team to prevent specific behaviors that are
assessed to have a reasonable probability of posing a significant danger to
self and/or others.

DE:FINmON :

INDICA nONSrrREA TMENTEXPECTA nONS:~

IIi an emergency situation, any treatment team member may

impose behavioral restriction from, or within, a patient activity,

until review by the treatment team;

1.

A physician's order inust be written for any restriction. This order
must be reviewed and renewed at least once every twenty-four (24)
hours, authorizing the use of the specific restriction in response to
the behavior targeted for prevention. The physician shall
document the following information in a progress noteaccompanying the order: ,

2.

a-
b.

c.

do

The behavior to be prevented;
The restriction to be imposed, and the duration of the

restriction;
The condition( s) under which the restriction will be lifted;
The clinical rationale for the restriction's expected
effectiveness (and its actual effectiveness in subsequent
review notes);
Any treatment to be used in combination/conjunction With
the restriction, designed to reduce the. likelihood of the
behavior necessitating the restriction.

e.

The restriction must be documented in the patient's treatment plan

as an intervention/approach.
3.

The restriction may not impede the patient's exercise of rights
established by the Bill of Rights (Section 5100.53-54 of Title 55,
Chapter 5100 Regulations), or deny access to adequate sustenance,
clothing, shelter, or non-climiD8l communication with others, nor
may it remove civil rights which have not been limited by the

courts.

4.

The restriction must be logiciilly and therapeutically related to the
behavior it is intended to prevent.

s.



The restriction may not be imposed arbitrarily, or as a ~hment,
or involve actions which are likely to cause physical pain or injury
or psychological harm to the patient.

6.

CONTINUOUS PERFORMANCE IMPROVE1'IIENT MONITORING:

The leadership Staff of each state. mental hospital shall maintain a
performance improvement program designed to continuously review ,
monitor, and analyze the use of behavioral restrictions. Ongoing
efforts to reduce utilization of behavioral restrictions shall be

employed.

a.

The facility Chief E:xecutive Officer of each state mental hospital is
responsible for assuring that ongoing documentation and monitoring of
patients under behavioral restrictions is maintained. Monitoring shall
consist of reviewing the necessity for use or continuation of behavioral
restrictions baSed upon documentation of less restrictive alternatives,
and appropriate rationale and justification. Appropriate patient health
teaching, clinical response to behavioral restrictions, and treatment
plan revisions shall also be monitored.

b.

STAFF TRAININ G :

All staff training regarding the use of behavioral restrictions as an adjunct
to treatment, sball embody the philosophy that behavioral restrictions
result only after other less restrictive interventions have been appropriately
consi deredf Imp I emented.

a. T~g of staff shall focus upon idenlifying the precedents to
behaviors which waITant the use of behavioral restrictions and on
developing treatment strategies to avert these behaviors. Patient
involvement in the treatment approach is paramount.

Training shall encompass the primary importance of patient rights and
safety, at all times during the imposition ofbebavioral restrictions.

b.

Training shall be provided to all treatment staff during employment
orientation and on an annual basis.

c.

12



CHE1't'll CAL RESTRAINTS

Chemical restraint shall mean the use of drugs or chemicals for the
specific and exclusive purpose of controlling acute or episodic aggressive
behavior by a patient. Chemical restraints shall be further defined as those
agents which result in a significant lowering of the level of consciousness,.
in which the patient would be semi-stuporous with significantly decreased
ability to attend to hi~er personal needs.

D EFINrrI O N :

Drugs administered on a regular basis, as part of the individualized
treatment plan, and for the purposes of treating the symptoms of mental,
'emotional or behavioral disorders, and for assisting the patient in gaining
progressive self -control over his/her impulses, are not considered chemical

restraints.

It shall be the policy of the Department of Public Welfare and the Office
of Mental Health and Substance Abuse Services that chemical restraints
are nQ1 utilized at any state mental hospital or the Restoration Center.

mnICA DONS:

CONTINUOUS PERFORMANCE IMPROVE:MENT MONITORJNG

The facility Chief Executive Officer of each state mental hospital and the
Restoration Center, in conjunction with the Medical Staff, is responsible
for asstning that ongoing drug utilization monitoring of patients/residents
is majntained to ensure that chemical restraints are not prescribed.
Leadership staff (including Nursing, Pharmacy, and Quality Improvement)
and the facility Pharmacy & Therapeutics Committee shall majntain
compliance with the provisions of this policy through the institution of
performance improvement programs designed to continuously review,
monitor, and analyze drug utilization. .

13



EXCLUSION

The therapeutic removal of a patient from his/her immediate environment
and the restriction of this individual to an unlocked (quiet) room for a
brief, time limited period for the purpose of assisting the individual to
re~ emotional control Exclusion involves the patient's cooperation in
leaving the immediate environment and in remaining in another, specified.
area (e.~ unlocked seclusion room) with the door open and unlocked for
a specified period of time. Each facility shall designate roomslareas to be
utilized for exclusion.

D:EFJNInON :

NOTES:
a.

b.

A patient's request to spend time in a privat~ unlocked
room is not considered exclusion and should be granted
where feasible and not clinically or therapeutically

contraindicated;
Quarantine or other preventive health measures are not

considered exclusion; and
Exclusion is not a modality utilized in the State Restoration

Center .
c.

mDICA TIONS: Prior to the Use of exclusion, the following criteria must be met:

Al1lesser restrictive treatment optionsfmterventions, including. the use
of alternative pham1aceutical interventions have been considered and
attempted and have failed to niminish the patient's escalating behavior.
Documentation of all such efforts shall be entered into the patient's
medical record as well as the necessary rationale and justification of
the exclusion need;

a.

Unless clinically contraindicated, prior to the use of exclusion the
patient shall be given a choice of treatment options that may assist
with limiting the environmental stimuli and their consequent effects on
the patient's emotional status. The reason!JUstification for exclusion
shall be communicated clearly to the patient. Treatment expectations
shall be carefully explained, including the outcomes which should
occur within brief, tinie limited intervals; and

b.

Exclusion is an adjunct to treatment with defined clinical parameters
of expected care and, therefore, shall ~ be used in a punitive or
otherwise non-therapeutic manner .

c.

CONTRAINDICA TIONS: Exclusion shall DQ1 be utilized for patients who exhibit suicidal or
self-injurious behaviors or who have a known seizure disorder or

14



any other medical condition which precludes the safe application
of this modality (such situations shall be determined by the
attending/on-cal1 physician on a case-by-case basis).

TREA~NT ~~CTAnONS:

For exclusion to be an efficacious adjunct to treatmen~ the
.

following procedures shall be in followed:

Each patient sbal1 be made aware of the specific behaviors that
necessitated the use of exclusion and those behaviors and
mental status components which will tenninate the exclusion;

a.

b. Individual treatment plans shall have goals and interventions
established to eliminate the need for exclusion;

c. Exclusion shall be used ~ with a physician's order. In
emergency situations, a registered nurse .may initiate the use of

.exclusion. Imm~ately the physician on duty/on-ca1l shall be
contacted and a verbal order may be obtained. The physician ' s

order shall not exceed on.e (1) hour. Orders shall spe!'ify "up
.to" one (1) hour, rather than a predetermined amount of time.

The physician involved shall see the patient within thirty (30)
minutes of the initiation of exclusion (barring extenuating
circumstances) and then shall write/countersign the order for
the exclusion, and document his/her assessment of the patient
in the medical record. Specific behavioral criteria written by
the physician shall specify when the exclus~on may be
discontinued, to insure minimum usage. When a physician's
order has expired, the patient must be seen by a physician and
.hi~er assessment of the patient documented before exclusion
can be reordered;

at routined. patientS in exclusion shall be monitored/ checked
intervals not to exceed fifteen (15) minutes;

Exclusion shall not affect the rights of an individual to basic
sustenance, clothing, " or conimtlnication "with appropriate or

responsible persons (Le., family, attorneys, physicians, patient
advocates, or clergy); however, any person wishing to visit the
patient in exclusion must gain authorization from the
au endjng/ on -caI1 p h y s i ci an;

e.

F.atient physical needs shall be met promptly. OppOInIDity$ for
personal care, including fluids, D"athroom use, exercise, meals,
and hygiene shall be. provided and documented throughout
each exclusion incident; and

£
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When the patient is released from exclusion a mental health
professional member of ~e treatment team shall meet with the

patient for the purpose of

g.

Assisting the patient to develop an understanding of the
precipitants which may have evoked the behaviors
necessitating the use of exclusion;

1

Assisting the patient to develop appropriate coping
mechanisms or alternate behaviors that could be
effectively utilized should similar situations, emotions,
or thoughts present themselves again;

2.

Developing and documenting a specific plan of
additional interventions as a part of the Comprehensive
Individualized Treatment PlaIi, wIth the intent to avertfuture need for exclusion; and .

3.

4. The team member shall enter documentation of .the
interview pro~s into the patient's medical record.

.t:ONTINUOUS PERFORMANCE IMPROVE:M:ENT MONITORING:

The leadership staff of each state mental hospital shall maintain a
performance improvement program designed to continuously review,
monitor,' and analyze the use, of exclusion. Ongoing efforts to reduce
utilization of exclusion shaft be 'employed.

a.

b. The facility Chief Executive Officer of each state mental hospital is
responsible for assuring that ongoing documentation and monitoring of
patients placed in exclusion is maint~ined. Monitoring shall consist of
reviewing the necessity for use or contimation of exclusion based
upon documentation of failed lesser restrictive alternatives, appropriate
rationale, and justification. Appropriate patient "debriefing", health
teachiD:g, clinical response to exclusio~ subsequent revised plan of
care7 and incidents where the physician involved does not see the
patient within thirty (30) minutes of the initiation of exclusion shall

also be monitored.
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STAFF TRAININQ:

All staff training regarding the use of exclusion as an adjunct to treatment,
shall embody the phil~ophy that exclusion results only after all less
restrictive interventions have been appropriately considered/implemented.

a. Training of staff shall focns upon identifying the earliest precipitant
for patients with a known, Suspected, or present history of
unacceptable behaviors and developing treatment strategies to prevent
exacerbation of these behaviors. Patient involvement in the
identification of precipitants is paramount.

b. Training shall encompass the primary importance of patient safety at
all times during the exclusion process. This shall include the time
preceding the placement of a patient into exclusion as well as the time
spent in the exclusion area. .

Training shall be provided to all treatment staff upon employment
orientation and on an annual basis.

c.

Training shall also include the nature and identification of the possible
negative psychological effects exclusion may. have upon some
individuals and offer positive therapeutic strategies to combat such
effects.

d.
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Guidelines for the Use of PhyScal M:ansgement and
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SUBJECT:

"Ities and
nlcaf ~

CEOs, State Mental HesIth Facll,
c , , -CJJTO:

FROM; Steven J(arP1 D.O,
Medical PIre=-

I" recant monthS natfcnai attenb'cn has been ~.ed fcwS'd thS teChnlqt.re9
used to.restrain and physicany contain h~itaTl%ed fa ~abic .
Ii'88IIrienI, Dvfng "In re$id~ai ~enf setiir; I residIng In rn3'Sing homes andeven theSe Yt'hc ara ir~~ ~~ durIng crfsi in -M1fch Uie!r beh8Yigr: ~ a .

danger of harm tc self or others. FollOwing f8Port3 of the deafh of"perscns
sUbject to physical "cr med7ani~J restraint, ttI Nafiona" AJ!ience. for b Meptafly
In called upon the fede.-a; ggv8mIIent to. and piD\'Ide ~ fnto
patient deaths In restrair It. Pennsylvm1/a p~ and AdvaI:aCY has requested
M offlciaJly ban resIJa1I pr3ctfC2S whid'1 may/have adverse medieal ~ ..aI1Sequence8, and JCAHO had ptmlished a '~ and &naIy8s of eentinel "
event r9Strajnt death root .causesJ with recommendaiiOns for Safer ~. "

'~/A r..-,~ -.l-~~ ~n!-{y ~ i1-'-'fi ff.."".!' --1... E " ."~fI,, r ," !'.!I' 1'\~ :-1 o!

YJV'IC'.. ~~~-..,--.w~w. i4f~~ ..i~~II... i- ~ ~',( "" ."';IJ'~I--~~

III8cI1anfcaf ~ appDcatfan i&(;I"lrli'iiU881s an a variety of private sedcr ,
nII1in9 and certm catf on PI "91- ~ I Ji.. 1h ese lJBUaBy ~ verbal and
nCl1ilerbaJ crisis de-escalaucn tedIIiiqJes, !6 and physicsi ID1Iafnment
stratesIe$ to prcmcIe safe physfca managsm$nt of the patient. Training in tf1ese
cel1ffled PJ-ogr~ is rQq1Jjred at the tIme of employment, usually far aB staff in
patIent contact assIgnments. and niJaJIy fcr aJJ direct care staff !l1Qaged in .

achJaI physical management of patients rl.a. ntJrsing). Internal ~ policies
were subsequerrtJy deveroped to , ~ use ti the ted1njques '1at.Ight In theee ,

p~--riafTIS.

sara physical msnagement technique tIaiVtg Iwas originally m&nd&IsI for an
dired care staff In state mental ~5 oVer 15 years ~Of u$ing a ~
tr ;jl~ u. -~ ~ -~-am prQvfded by OMH ~ 8 ~ If'ivate vendor.. Durq ~
yeers, some hospflala have upd8I8d U1ea.lrric .cr Q:Jf~d8d .with new .
vendors for this ~. Censequently r the ~ stems In placs aaass U1e state are
no Icriger CCnsis!sii'L Allhough none of these, systems appen to wach
~i~ that are ncw known to increase ri$< of hamJ dLDing l1e physical
management or r&sIrsir1I of patients. they mav not exprldtfy prchI"bit the meU'"icds

..

~
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ar;d techniques "at ara mcre nke!y to inaJr a ~ to paf.ent s2:f:ety nor dS;SC:"3ce
the raasens fcr S1Jd1 risk.

The purpose eT this. memorandum is to Gpprise an ~e1'it3 and
Aasistsnca superintendents fer Clinicaf Servfc;$,g of the fo1Iowing risk fadcrs .r.d
gufdefines for the pr&vention of restraint desthS. They shalt ensure that hQSpit:il
policy and di~ care staff treIrJng rs;iect these gtlidefmes. ..

A Factors a:ntnbutlng tc risk of asphyxia during physical manege~ar;d
res~nt ...

.

.

.

.

.

Cocaine jnduced ~ derIriurn (im~ thinkfng,. disorfSntation, vfsuai

haDudnatlons, efc. ) may increase th9 h8Grt rat~ to a critfCallevel when the

patient ia being I iSw ained or is CQnfi~ to ~ .

Drug or alcchcf f~cat1cn reduce re;s;fratory drlye, diminjsl*-,g tt;e.
.r-.;n..:~-11 .;..-~ a&..-£- -~ IM~imni'! Uj'oO1YI~ s 1'::~i~'..~I.!cn UlG\aLUI~~.IF~I.I..~ :..;. ,

The patient w'ho engages in e:cD'erne VfQfent dvi!y and I!rugg!es may b'e

mcre vulnerab!e tc lIJbseqIIent respir;tJry fai1ure d\IIng phySc8 ~nfion and restF4lnt Sudden ~nsiveness or nmpnessfdurfng.cr immedlatelyaftar 8 ...

struggfe may 1ndica1B cardicpulmonary r&vents u,at ..wran! ~ate

med1cal attention. ...

Pfe-exiSUng risk fadCrs combined with ~dy posJtfa'l can ~d U"Ie ..

rjsk cf sudden death, partfculaiy fQnowing 8 sUugg!e. Thesa risk factcrs

indude:

.

.

.

.

.

.

.

.

.

Obe&ity.
Alcohol and drug use .~ enlarged hart (sb"ess and row CIccd OXyGen Irt18nca u,e ,

IiJ8C8P6bffity to cardiac arrest)
Smcldng .
Defori'nIties ihat preclude proper-~ pcsI!iCning ..
~ma, brond1iti$, sstt1ITJ8, C()PD and other resJ?lratdry
ccndltions enhance risk. espedaI1y if tt'ie patient Is prac?sd race dC'M'J.
Saizure disorder ,

1nVo~ movement disorder, I. e. : Hunti~ .spastic CP ,

Qysphagia
.

B. p~ fa~ that inC'9ase rIsk ~ the resU'aint pI'Ccass:

. All of the above pre.e)dstlng risk ~ are ~ \If'hen u,e ~ent
is pi;c&d In a face do\I\1'1 pasiUCn ~ when -nands ~ held behb1d the

badt' holds or restr~~ are employed.
When the patient is held or restraIned ij1 a face daM (proneJ posItIon,
1ungs ai'Q ccmpressed and ~ n1IY become ~. The rriors

I



.

.

.

.

.

.

p~e that is spplied iD 1he psrscn's tcrno. the mcrs c:mp~icn Is
fncraased. ,

.Restraint In e ~'pine (fa.ca up) position fnay ~pcse ~e patIent tc
aspIration. -.; -

I n~equats numbers cf staff to safely E e ~icaf restraint
applicaticn may fncreasa U"Ie Jikafihocd staff wiU placa fhe'rr tcdy
weight aC:O.SS the patfsnrs bscl<, or use. othsr ur~ ~cticas wf'Jd1 .
enhance the dSrIger Of patient injury ~ ' ": -..,

Failure to seard1 the patient fcr. ~dwhen placad in medisnic;l. -

restraints can result fn fire from attempted use Of smoking mat.erfaIS, orother .Self-harm. -

Placing a piUow. blanket or other item utlder or over the patlenfs faca as
part of a resU'aint or holdIng process, eSpedaUy Vthsn tt-.e patient Is in a

prone position, may result In sur~caUcn. ..
uSe of l:1iSt'1 ~ .ve$ts ara blamed for ~gufatfcn dea81s In gerfatric

'. = :S:ca'i': ~~~sp=nt ~~ .-

Wangul8l!cn po'teJltiaf. Techniques 'M1id1 pull the palienfs or employee's Q1rnS across the ~

contribute to risk af ~n.. .

Leaving a ~uer1'i: In mechanical restrair;ts wiU'lout ccnb'nucua staff ' .

observaffcn precluded timely ~ &:adivel don in response to phy8cai
dl sb"e.ss ...

c. Guicielines i~ safe phy;sfcal n'lartagemern 4r~ i"esa-iiirll

Effedive fmmediateJy,1he foltowlng ~Ces ~haD be adcpted and Ir.cor!'eraled
into staff trafnfng MQJfa:

1. No fewer than 3 staff perscns shaD be present ~ apply med1anical
.restraints. If ~ staff area e to safely ccntrof and J9strain a

patient In a psy,;,'-~lri,; aisfs, staff d remove others frcm ~s v.'ay"
~d get help ~ attempting .manegement or restalnL

2. At no time Is pressure to be ~ U1e patienra bed< W1ne .~ .

patient Is in U1e prone positicn in a control sftua6~, Patient ~,
Id are to be b I.

accfled to-tbeJorso or above 1he ucce-r~~.
3. PatIents it resu-dirifs must be placed ~er a physidan's order for

~rn stsff cCservaUcn fcr f1e aura6Qn of the restraint.
4. Patients placad In seclusion or resb' ..-IM must it(I6ys be PIa11PUY
.searched for cao(tf-~end.
5. High ~ vests a Vt"Sist ~ are t.ot to be used for body ~ltfoning

in geriatric or long term care ~ngsr nbr Is any patIent to be ~ to
a bed with ur¥~ sprlt side rails.. I

6. Never pfacs a tcwei, bag, blanket or ottBer cover aver a ~s facs .
.during b physical ~ proceSs or durIng use of ~f
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rastr2Jnts. Staff sf".aB maintain cbse~on cf the .catiern's heed in cr:er to

ens\lr8 ~ the airoNSy Is kapt cpen. ..

7. If a ~snt is pfSC$d under iJccr control ~ a Pr:cne position for the purpose

of adminiSterIng an injection or appDcatijonb of med'la'licsl restraint, the ..

patient shall be ralledlbJmed to the suPihe (f;C2 up) poslfion as sccn as

the procadure Is completad, t.1l(les.s the tfsk or act of vomffing Is Present.

a. WhSn restraining patIents in a supine pcsffio~ ensure that the hesd is free
to r1?~. Tne h6Qd.of Uie ba d sh?U'd elevated to minimize ihe risk cf .

.aspiraticn.. unless clinf~ " .: ," .-

9. Physidsns ordering for ~ shall 55, cQn$ider and dcajment the

patfenfs pre-existing physiral ccnditionjv;hen aderfng the bcdy pgsitlcn,

rnJmber end mamer of medlanicaf resttafrrts. This includes occasions
when verbal ~ are issued. ..

Devlatfon -n-om the abOve gajjdennes for dinicaJ reasons in individual cases mustbe ~nted: by the pIIy8iQ8!i orderit1g'- lIe tG.strafnt and revI~ by the .

AssIsIInI SUperir-llElident for .CllnJcaf Services

.~
~~.

In U'le coming mcnth8, I ~ ~ revfewfng avan~'e f'hY8ipaI managementtQa-:nolcgie$ and. traIning programs Wl1tt the ~ StJperfntendents ,~ ' ." .:

Clinicaf.Servfces and ~.S1a18w1d8 PJsk ~emeflt CcmrnRteeln crder.to:: ,..'
sefed a statewide tr:aining MiaJfum. UntD ~ plesse be sure U1at yOIJt staff
are made ~ of the .afcremenffo.ned risk fa;tcr3 and policy gufdefines.

Mr. CUrIe
Mr .I<cpd1I ck
Ms. HardenStfne

cc:
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Susan Ferguson, Esq.
Page Two
May 31,2001

mechanism to assure that WSH is utilizing seclusion or restraint interventions only as a
last resort. Every use of emergency seclusion or restraint will be reviewed against the
instrument we have attached. This document will also assist WSH in being responsive to
the variety of recommendations you have made relative to the use of seclusion or
restraint. The enclosed response to your recommendations delineates more completely
how the attached instrument addresses your concerns.

Your letter states that DRVD plans to begin follow-up on seclusion and restraint
use at WSH in August-September, 2001. I would like to point out that the Department of
Justice (DOl) is anticipated to be conducting its WSH consultation visit in September.
Facility staff are actively working with DMHMRSAS consultants to prepare for that visit;
and part of the facility's effort is compliance with the DOJ document request, which is
considerable. Given the time and resource demands placed upon WSH staff in
preparation for the DOJ visit, I respectfully request that any DRVD follow-up be
scheduled after September 200 I.

Thank you again for allowing us an opportunity to respond to your report and for
working with the Department to assure the most appropriate interventions are used to
address client needs and protections.

Sincerely,

~~ E.. ?~

Richard E. Kellogg

REK/ls

Enclosures



RESPONSE TO DRVD REPORT ON THE USE OF SECLUSION AND
RESTRAINT -WESTERN STATE HOSPITAL (WSH)

DRVD Report dated April 23, 2001

As referenced in the cover memorandum, for the past two years, WSH has
worked diligently to change clinical practices regarding use of seclusion and restraint.
Recently, in order to make further improvements, WSH revised its monitoring system for
secl'usion and restraint. A new monitoring tool, which is attached, will be implemented
by July 1,2001. This tool will help ensure that the issues raised in your recommendations
are addressed appropriately. The itemized responses below indicate the sections of the
WSH monitoring tool that relate to each of your recommendations.

I. Recommendation: WSH must attempt less restrictive interventions before
resorting to the use of seclusion and restraint methods.

In the attached monitoring document, items # 1, 2, and 3 address this

recommendation:

1. Was behavior evidencing imminent likelihood of harm documented?
2. Were at least three less restrictive interventions documented?
3. Were dangerous behaviors indicating a lack of response to lesser restrictive

measures & continued behavioral emergency documented?

n. Recommendation: When WSH utilizes seclusion and restraint methods, it
must use the least restrictive method.

In the attached monitoring document, item # 5 addresses. this recommendation:

5, Was a RN/MD assessment of current patient mental status, patient behavior,
reasons for S&R and other less restrictive alternatives, including less
restrictive seclusion or restraint procedures, which were considered
documented?

ill. Recommendation: WSH must only use seclusion and restraint methods when
they are clearly warranted.

In the attached monitoring docwnent, items # 1, 2, 3, and 5 address this

recommendation:

1. Was behavior evidencing imminent likelihood ofhann docwnented?
2. Were at least three less restrictive interventions docwnented?
3. Were dangerous behaviors indicating a lack of response to less

restrictive measures & continued behavioral emergency docwnented?

1



WSH Response to DRVD,
Report of April 23, 200 I
Page 2

(Recommendation ill, Response continued)

5. Was a RN/MD assessment of current patient mental status, patient behavior,
reasons for S&R and other less restrictive alternatives, including less
restrictive seclusion or restraint procedures, which were considered
documented?

IV. Recommendation: WSH must clearly explain to patients both the reason(s)
why they have been placed in seclusion and restraint and the criteria for
release therefrom.

In the attached monitoring document, item # 8 addresses this recommendation:

8. Were human rights observed and the reason for seclusion and/or restraint
explained to the patient as well as the criteria for release!

,"'; C\ :;- ,::C~1'; ; , " c

V." R~~o~~1~~~'~ti~n:,WS~
"the documentation requIreme~ts..';HospItal~dmlDlstration must enforce this

.\.

For all inStances of emergency secl~ion-or~es~$t~~-e~eff~9~ye.J~y);;
..,.'.,:"cc...';';c,.cC-'."!'. ,.

WSH will utilize the attached momtonng ~~enttQ.,~iisuie.thatfacIlity""""CC
.c., ,\,",cv'..'.""""..l"cc.., c",,~.~;"c,"- ,policies and appropriate documentation related to seclUSion of. restraint -are "

foll,owed by all s~ff. Proble~ are.a~ or in~viduals wi1J~e i4~~~~e~;~-~,'i~e~~.;,
revIews. SupervIsory staffWlII utilIze feedbacJc, education and :the disclplmary:;-.,.,"".,." "'",'."c, 'c"-"i!" " ' ., '. ',,"process as needed to ensure compliance.-C"' .c.-' c 'c. ,1"~;' ' ";c,,,:",:" ,,'co"," c";

2



DOCUMENTATION REVIEW FOR SECUSION, RESTRAINT AND
SECLUSION ROOM/RESTRAINT CARE

Unit:

-I. Was behavior evidencing imminent likelihood ornarm documented. i
2. ** Were at least three less restrictive interventions documented.

-Yes

-yes-

-yes

~ o

No

NoWere dangerous behaviors indicating lack of response to lesser
restrictiv~ measures &~~ntinued behavi~~ergency documente~

4. Were MD orders for seclusion and/or restraint and behavioral criteria for
release documented.

5. Was RN/MD assessment of patient current mental status, patient
behavior, reason for S&R and other less restrictive alternatives,
including less restrictive seclusion or restraint procedures, which were
considered documented.

Yes l~O

Nores

No6. Were changes in patientbehaviors during seclusionor restraints process
which led to re-evaluation of intervention described.

7. When Mandt System of physical interventions was provided, were
techniqueSs) documented. "-

Yes

NoYes

8. Yes NoWere human rights observed and reason for seclusion and/or restraintc, ' "',ft .." " , I

"

9. Following the use of physical intervention,:did the nurse assess.the
patient for physical discomfort and ~ocument n~~serVations .~

Yes No

10. When RN evaluated a patient complaint, was there documentation for~
referral for MD follow-up. ."

11. Were patient behaviors and staff interyentions documented every 15
'"i. ., ..

-~nutes on !D Notes for Special Observatio~. .-.!~",

Yes No

Yes No

NO112. Was YesRN assessment of physiologic needs documented to include:
a. nutrition e. level of alertness/activity
b. skin condition f. restraint adjustment/range of motion
c. hydration g. circulation at least hourly
d. ability to ambulate

Yes No13. Were fluids offered every hour documented
*~ent in Sg(Restraints, less th~ one hour).

14. Were meals offered/served at regular mealtimes documented
**(patients not in SR/Restraints at mealtime).

15. Were vital signs and HP readings documented and if were not done, was
the reason why noted.--0 00

Yes No

Nores



DOCUMENTATION REVIEW FOR SECUSION, RESTRAINT AND
SECLUSION ROOM/RESTRAINT CARE

Unit:

16. Were patient strengths/resources and actions described and utilized to

e~E~!}i~as~.
Yes No

17. Did the RN document outcomes of physical evaluation after release

(skin color, integri~,turgor, gaitlbalan~
Yes No

Yes No

Yes No

18. Is there evidence that the patient is released when criteria for release are
met.

19. Did the documentation indicate that the event was reviewed with the
patient to include:

a. patient perception
b. helpful intervention
c. interventions for future self management
d. relevant information added to the CTP/NCP .

Yes No.Were Seclusion and/or Restraint Forms completed in 24-homs to
include:

a. RN/Staff signature on ID Note for Special Observations
b. Hourly RN Assessment ,

c. ID Note for Release From Seclusion/Restraints" .

** = Met with Exception -relates to the fluid and mealtime provision exceptions




